owl 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0470 
ane NA CERTIFICATE OF DEATH Reg. Dist. wt id 


1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: et rs codmission) 
0. COUNTY avro Le manna 


0. STATE H dO y La h b. COUNTY ~% H ve 
b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib Seat 
3S yrs 


¢. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearést town) 
“a “e ta) ei l 2. 


altimore 
_. | &. NAME OF HOSPITAL (IF not in hospi [aaa Give street oddress) 


d. STREET ADDRESS | e z RESIDENCE 
primi field Wospitel leo N. Hilton “hye, eae 
First 3 


Es a rbava  — ae vt |" __ctober e yS 
8. DATE OF 


5. SEX 6. if li te 7. MARRIED [] NEVER MARRIED £ WRTH 9. AGE [In yeors [IF UNDER 1 a IF UNDER 24 HRS. 
widowed Divorcep a it9) - 10 24 yrs. 
100. USUAL OCCUPATION (Gi 


th ie work done! le KIND OF BUSINESS OR INDUSTRY j11. 8-10: (Stote or foreign country) 
on durigg most of working fife, 


1n by the funeral director, 
nd 2 should be filed with 


e 


Pog: 


ven if retired) 
1 5 eV 


Cae: Ke Layin 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Yes, n0, oF unknown) TE yes, give wor or dotas of service 


INTERVAL 


TWEEN. 
ONSET AND Wa. 


18. CAUSE OF DEATH [Enter only one cause per line for (o}, (b), ond {c)-] 


PART |. DEATH WAS CAUSED 8’ 
IMMEDIATE CAUSE. ‘0. 


Uf . DUE TO 


Conditions, if ony, which ) 
gove to immediote 
cotse (0), stoting the under. { OVE TO 


Then please remove carbon popers. 


lying couse lost. 
pee M, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Rae RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)[19. WAS AUTOPSY 
o ab R Q 
Ces ONS inf tO v P lu thrhpl ny WILK AMAry) LA 1 Yes) NOR 
20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW PNJURY OCCURRED. (Enter nat¢ra of injury in Port | or Port Il of item IB. y gg ra OK 


OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, me ‘ba (City or town) {County) (tote) 
Hour. m. White Not while foctory, street, office bldg., 
p.m. 19 Jot work [[] ot work (J 
UA 


4d, Qk, to teh 2 1 _..that | last saw the deceased 


2.0 pe 7 the deceased fram. fs WS] 
alive an_. | ike ws"). and that death accurred oS Pa, from the causes and an the date stated above. 
DATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR' 


L DIRECTOR: After this certificate has been signed by the attending physicion ond completely fj 


jauld be detoched for use os the burial-transit permit. 
the registrar prior to burial, cremotion, or remaval, ond in ony event within 72 hours ofter death. 


etoined by the hospital or ottending physician. 


e 


PHYSICIAN'S 7 , ; 
NAME (Type) bine Det hel ced [11D Sorter Qetded. 


To. ys cei ‘7b. DATE THEREOF "| 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, fown, or county) {State} 
it fom Panes . —_ * 
LO--(&—-1 FF} hee HIEWELEME PALE. / 
R ‘SIGNATURI 


f/e-t4 CLE 
t 


page 


moy 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter deoth: Page 4 
TO FU, 


VS AIS (4 NY 1 
15M Dee 


$A NVA 


OS \ NE is 
Alq9aG 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 104 


10472 CERTIFICATE OF DEATH Soe aL 


ond 


8 gems ly eT . * Locale dell 28 (Where deceased lived. If institution: Residence before admission) 
3 ( i ¥ Carroll County marvuno || & Maryland b.counry Baltimore 
3B 8 ~ b. SURI (lf coe corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporote limits, wrile RURAL ond give neares! town) ay 
3 and give nearest lowe : 
$3 kesville 5 yrs Reisterstown 
3 = 4 d. ie as erate (If not in haspital, give street address) d. STREET ADDRESS: e. OAT Cahiae 
a Y May Pullen Nurs ing Home Main Street yes) No 
£5 3. NAME OF First Middle Lost 4. DATE Month " Year 
ce {Type or pri Rosa Gore Gryertdgt Beata Octover Tf ie 
8 9. AGE (In yeors if UNDER 24 HRS, 
= lost birthdoy) De: Rin 
F 7 BN [Remy om | Po . 
“a 100, USUAL OCCUPATION ind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= z during most of working life, even if retired) 
8 Housewife Maryland USA 
qT 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Hilleary B. Gore Rebecca Conaway 


Ree eo tae) OTM ee ee 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
No None Marion B, Gore Westminster Md RD 6 


Then please remave carban papers. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b}, ond (cl x INTERVAL RETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: es. hw, 
IMMEDIATE CAUSE (0) L/ , 
DUE To . 
Conditions, if any, which wm Gralinercl) poe MAgtirs—_bieecs - 
gove rise ta immediote 
DUE TO , 4 (eA wy] 
i OG 
(c) LAAT ALL, AA SPA ere bs ‘ 


Parr If, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{o}|19. Was AUTOPSY 
yves(] not] 
20a. ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Port | or Port If of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or lawn) (County) {Stote) 
Hour a. n. While __ Not while factory, street, office bldg., etc.) ! 
p.m. 19 lot work [J ol work [J 4 


21. | certify that | ottended the deceased from FSi2__.._., 19, to AREY... 198-7 that | lost saw the deceased 


alive on_____4 pene | 1262 , and that death occurred at_Z/ Jo? . fram the causes and an the date stated abave. 
MDRESS (Street, city pr lawn, stote) DATE SIGNED 
é, 


7 


certificate has been signed by the attending physician and completely f 
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4 Ro. PL CREATOR: ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City. town, or county) (Stote) 
sae BUM PEL loct 4 19 Lutheran Cemete Reisterstown ua 
3 23, FUNERAL DIRECTOR'S SIGNATURE ; R ares cao Ma ‘24b. REGISTRAR’S SIGNAI 
One f stown f 
Ped 20Y BeCUdrvim + Sor pate (ph [- Soy g 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 472. 
rk 10473 CERTIFICATE OF DEATH res. dit. Ne.__DG 


5. SEX 6 COLOR OR RACE | 7. married] NEVER MARRIED 
Le “| VW wiooweo (] pivorceo [] 


Nigzyl eee | 


apers. 


~ se 
& 93 Ml 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before admission) 

oO oe a. j 

a 33 A PP £ L MARYLAND D. b. COUNTY, Af O L L 

£ Bes b. CITY OR TOWN (If auttide carporale fimits, write [c. LENGTH OF STAYIN Ib || _c. CITY OR TOWN [If autside corporate limits, write RURAL ond give nearest town) 

$ 3 RURAL ond give nearest town) R 5 esis alae hy 

ae W008 PS WESTMINSTER 

2 v2 'd. NAME OF HOSPITAL (If nat in hospitel, give alreet address) ‘d. STREET ADDRESS 7 [e. 1S RESIDENCE 

o < thei ) OR_INSUTUTION ON “ARM? 

2 > S ) WepliNG al 
5 

2 £o 3. NAME OF First Mi Last 4. DATE Month ay Year 

z DECEASED FE L A OF “A ~ ’ 
S (Type or print) A Lh} NG E R DEATH - 19.9 

= 2 8. DATE RTH 9. AGE (In yeors jIF UNDER 1 YEAR) IF UNDER 24 HRS. 
3 

~~. 

= 10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
3 / during most af warking life, even if retired) 4 - 

3 Af 2/4 Z 

» ? 

a2 

4 

oO 

8 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
| Ay DosALINGE TS ‘DIA (DE at i ea 
9 WAS DECEASED EVER IN U. S. —_— Mepis 16, SOCIAL SECURITY NO. |17, INFORMAI a Address R. p = V4 
«| Gres, ne. oF unknown) {It yes, give wor or dates of service) . r \ ¥ 
Wa) = JACGBBoOALINGER ile yap "i 7 
18. CAUSE OF DEATH [Enter ‘only ane couse per jine far (a), (b). and ().] ‘, f INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] eri 1670S 


ONSET AND DEATH 
ij. y DUE TO 5 . t 
Canditians, if ony, which ) Se wt { t y 


Cars 
Gave rise ta immediate 


catte (a), stating the under- 
lying couse last. a 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 1 WIAS AUTORSY 
yes(] NO 


20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Lor Part It of item 16.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


j20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY IHome, farm, ; 20f. (City or town) {Caunty) {State) 
Hour a.m, While Not while foclaty, street, office bidg., ete.) ! 
p.m. 19 lat work 1] ot work [7] H 


21. I certify that I attended the deceased from_Afprs | /0 _, 192.Z, to... ¢-T222., 19.$-Z.that | lost saw the deceased 
alive me 207, and that death accurred at 7. 1M, fram the causes and an the date stated abave, 


MEDICAL CERTIFICATION, 


ACTUAL 4 @ 
/ SIGNATUR: 
marmvs “lulivs Chepko __ Westmiister pu 


OSPITAL OR ATTENDING PHYSICIAN: The law requires that the death ce 


4 Ra. pOrAL Co 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (State) 
~5 8 pecil = A = no 
e528 Bs (0-3 0- 1957] WAY NE CEmere woon (¢. 4) © 
(lag r ‘ da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE =) = * 
VS ANS (4 = - g fhe 
Vea yes) LZ A (loate 7-29 At f- JLGULT 


HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter death: Page 4 


~ 10 


tetained by the haspital or attending physician. 


ooall 


ith 


in by the funeral directar, 


Then please remove corbon papers. Mo: 2 should be fil 


AL DIRECTOR: Afier this certificate hos been signed by the attending physician ond campletely, 


shouid be detached for use os the burial-transit permit. 


& 
= 
- 
a= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 ft) 4 7 3 f y 
V4 CERTIFICATE OF DEATH 7 


Reg. Dist. No. _: = 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
°. b. COUNTY 
Carroll Hae Maryland Carroll 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib | ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give neorest town) 
Sykesville 'yrs.limos,.7days »¢, Taneytown 
d, NAME OF HOSPITAL (If not in hospitol, give stree! address) d. STREET ADDRESS @. 15 RESIDENCE 
Sr INSTITUTION, ON A FARM? 
ringfield State Hospital - ves [] Nop 
3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
{Type or print) Mary Blanche BOSLEY DEATH October 9, 1957 
5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED JC] |. DATE OF BIRTH 9. AGE Ain years RIF UNDER 24 HRS. 
urthdoy] Month: Da: Mit 
Female White WIDOWED [7] feet O |} March 2, 1886 wT Pa | Meat [cays reer in, 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ring mest of sors life, even if retired) 
eac. - \ Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
David Bosley Y Angelin Bowen 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17 INFORMANT ‘Address 
es. 10, 04 vaknown| {it yes, give wor or dotes of service) 
N = - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c).] INTERVAL BETWEEN: 
PART |. DEATH MAS Si chose) Hemorrhage of stomach due to ulcer 
A >, yy UE TO 


gove rise to immediote 
couse (0), stoting the under- BUEN 


Conditions, if ony, az Diaphragmatic hernia 


lying cous (9) 
ra Schi'sop er I. (fice nl NIFICANT CONQITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)/19. WAS AUTOPSY 
=| Se ce reac Von; paranoid types RFORMED? 
< ve) No 1] 
& [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 16.) 
B OR CONTRIBUTING C] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
i a 
& [2c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED —20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stole) 
ay Haye a.m. While Not while factory, street, office bldg., etc. M H 
= pom. 19 lot work [7] ot work [] 
ar Oo 
21. | certify that | attended the deceased from JULY 1, Lala 19,20. ~ Dat P72... 920, that | last saw the deceased 
alive an | 7 30P m, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stole) DATE SIGNED 
ACTUAL 
SIGNATUR mo. Springfield State Hospital 10/10/' 57 


Nanctyen__Walther H, Sonnenfeldt, M.D. wae Ly ee ee ee 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tec. NAME OF CE, Y ETERY OR ERE a Loca 1ON City, tawn, or caunty} (Stote) 
revi oom | ot 14,1957 | Purkabaey bia wd. 


ADDRES! 


chile AL ieod tek 


2do. REC'D BY Pena iy REGISTRAR'S SI ex 
DATE Mare FO. Shik 


(Ha eZ ey 


3A NVRING 


T L100 


~ 
7 as 
Bee 5. 


od 


jirector, 


in by the funeral di 
and 2 should be filed with 


+ 


P. 


th, 
mail 


bon papers. 


Then please remave car! 


the registrar prior ta burial, cremation. ar remaval, and in any event within 72 hours after 


¢ nding physician. 
AL DIRECTOR: After this certificate has been signed by the attending physician ond campletel: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 
should be detached far use as the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10475 CERTIFICATE OF DEATH 1040 g 


Dist. Ne. 
idence before admission} 


re OF DEATH 
COUNTY 


Carroll 


PY mang. 


/ b. CITY OR TOWN [If outside corporote timits, write | ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest fown) 
Sykesville “ 7 days Baltimore 2, Md ZV OLY“ 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. tS RESIDENCE 
3 INSTITUTION ON A FARM? 
Springfield State Hospital 9 Alberma ee ves ENO] 
3. N, Fi Middl 4. DATE 
beetast> ind iddle toast 5 Month Buy Year 
pyesouer Rubin Botwinik | Prt 10 261957 


5. SEX 6. COLOR OR RACE [7. MARRIED LA .NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
lost birthdoy} [Months] Dey: | Heurs] 
\ Mu W wipowep [] pivorceo [] 1900 at a. 


100. USUAL OCCUPATION (Gi kind of work done} 10b. KIND OF BUSINESS OR tNDUSTRY|11. BIRTHPLACE (Stote or foreign iry) 12. CITIZEN OF WHAT COUNTRY? 
during eal of working life, even if retired) 
Maryland U.S.A, 
V3. " 3 NAME ? ce wf MAIDEN NAME 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFOR! Address 
(Yes, no. of unknewn} {IF yen, gre war or dates of service) 
UNKN UNKN S,S.Hospitel Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
INSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
, IMMEDIATE Cause (o)__ oronary Occlusion minutes _ 
Lf DUE TO 
Conditions, if ony, which w_Myocardial Infarction minutes 
gove cise to immediote 
couse (0), stoting the ynder ( DUE TO 
lying couse fost. {c} rears 


Z 
t TER SIGRIEANT CONDITIONS BUTING TO,DEATH BUT NOF RELA Bae E TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
Fa z 
g Chr sbrain syndr, assoc with brat ar sclerosis With psycherea cts rvomenr 
g onio—n : = ves] no 
& [ate HCERSERY Was GRBERCING'T]_]20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
& 1 OR CONTRIBUTING C] CAUSE OF DEATH 
G |(F EITHER, NOTIFY MEDICAL EXAMINER} 
& [20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED [20s PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (tote) 
ra Hour 0. m. to (While, Not while fostry, veal. office Bi. te) | 
= Pom. lot work (] of work 
21. | certify that | attended the deceased fram.____1OnL9mS7-.. 19.----. '0_..Lom2Ge--.-.. 1957..,thot | fost saw the deceased 
alive on___loe2he _ -- 12.99____, ond that death accurred otys15_P.M, from the causes and on the dote stated abave. 


2 oe ADDRESS (Street, city or town, stote) DATE SIGNED 
ae ae ee wo Springfield State Hospital . --1lo~26-57 


PHYSICIAN'S 
Pel ontend (type)_Kdmund Tnethays..________s—s»s» «- BY KESViL18, Saryian 


TRIAL, CREMATION, | 220. DATE ip WAME OF CEMETERY OR CREMMIORY Tid. LOCATIORD City, top. of county) {Stote) 
OVAL ie es = i? Vee, 
= kp 4A 
Ne oe DIREGTOR'S SIGNATURE eee Ho. REC'D PY REGISTRAR [24b, REGISTRAR’ SIGNATURE 
aoe Zlee DLL omit 36/57 \0 theter HAT 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 4 7 5 
10476 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ith 


s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

$3 cn" Carroll marvano || OSS Maryland OX" city 

° be, = b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) / 

5a RURAL ond give nearest town) 

$2 "i Sykesville lyrs.7mos .10¢ ys Baltimore voy. ¢ 

= 2 dé. 2 pas eee (If not in hospital, give street oddress} d. STREET ADDRESS e cage 4 

zo 7 5|__SptingMeld state Hospital 371) Kimble Road, Zone 18 v0) NOK] 

£6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
Reypeor pan) Genevieve Estelle Gill BRADLEY DEATH October 1h, = 9 ST 


s 


. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-] | 8 DATE OF BIRTH 


Female White WIDOWED] ovorceot] | February 2, 1873 


9. AGE {In years [IF UNDER 1 YEAR} IF UNDER 24 HRS. 


i irs; 


19. USUAL OCCUPATION (Give hind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Housewife Maryland U.S.A. 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


Uninen Charles Grill Unknewn Jhice Aidgely 


Pe 


1M popers. 
th 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. 


mov) 


= 

s 

3 

a 

é 

g 

z 

° 

& 

3 he 

oh 

£ ° 

SES (fer, ng. er unknown) {it yes, give wor er dates of service) 

gi "No = - Springfield State Hospital 

Bz 18, CAUSE OF DEATH [Enter only one couse per line for {0}. (bl, ond (c).] INTERVAL TWEEN 

a PART. DEATH Was Ai ekuse io. _Arteriosclerotic heart disease. ears 

zee +f DUE TO 

Bz > Conditions, if ony, which s Bronchopneumonia Days 

z Be gove rise to immediote Pow 

AE couse (0), sfoting the ynder- 
g2 ot: . lying couse lost. 2/7 / e 
wgs. z ART, Il. OTHER SIGNIFICANT C INS CONTRIBUTING TQ QEATH BUT NOT RELATED TO THE TERMINAL DISEASE CQNDITION GIVENIN PART 1(0}|19. WAS AUTOPSY 
RHES g C.BySvassoc.with Cist.of mevabott Sm, prowt or nu Ti thon; wae senile PERFORMED? 
e335 S| brain disease,w h osychoti reg on ves ht NO[) 
Po B © = ERE AN TE ce ep 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
i 825 © | UF EITHER, NOTIFY MEDICAL EXAMINER) 
SESS 3 ]?0c. TIME OF INJURY Month, Doy. Year [20d. INJURY OCCURRED [200 RAGE OF IRIURY (Hams, form, | 20. (Cty oF town) (County) (Stote) 
5.285 ray Hour 0. m. it Not whi foctory, street, office .. etc.) ! 
Sele 3 te: 100 Nee fal cowl : 
eyes 
S355 21. | certify that | attended the deceased from March hy __, 19.53, to. 12, \DT___,that | last sow the deceased 

ee i . 
7 es 4 3 alive oeteber lh, ms 2 . pee and that death accurred ot Te Pm, fram the causes ond an the date stated above. 
§ rs] 3 + Ge) = ADDRESS (Street, city or town, stote} DATE SIGNED 
qE32 sau, CG (Au no, Springfield State Hospital 10/15/87 
£o2 
S42 PHYSICIAN’: uf S 
833 E beatin: Edmund Lusthaus, M.D. Sykesville, Maryland, 
2 


To. da a ‘7b. DATE THEREOF ‘2c. NAME OF CEMETERY OR aie 2: 22d. LOCATION (City, town, or county) {Stghe) 
Pee | o-r7-f7 | Aokelevd Ark | LaZr Hf 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Poge 4 


2 a fa. FUMERAL DIRECTOR'S AIGNAT] ADDRESS Qua, REC'D BY, REGISTRAR t 
ysis HE s J Kuck S360. 7 bo f LY vate SYS) S wags OE thipA CLE) 
Y / 


filed with 


jicion and coun aa 
Gi 


Then pleose remove carbon papers. P 


‘AL DIRECTOR: After this certificate has been signed by the attending phys 


should be detached for use as the burial-transit permit. 
the registrar priar to burial, cremation, ar remaval. and in ony event within 72 hours ofter death. 


elained by the hospital or attending physician 
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Vs AIS (4) 
15M 9/58, 


in by the funeral director. 
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and 2s! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
04 CERTIFICATE OF DEATH ee 04865 


Reg. Dist. No. 


1, PLACE OF a 2, USUAL RESIDENCE (Where deceosed lived. If imtitution, Residence before odmision) 
°. b. COUNTY 
ees MARYLAND Maryland City 


b. SANt ee TOWN 4 outside corporate limits, write | ¢. LENGTH OF STAY IN Ib. | c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) v 


'Bykesvi ite °”” 2 mths 27 de Baltimore ,8,Md. 


d. Ae ot eer AL {If not in hospital, give street address) d. STREET ADDRESS \* Pee 
Springfield State Hospital 726 Batriett Street YE) NO 
ee First Middle low 4. DATE Month Doy Year 
Be acer Francis Joseph Burger DEATH 10 5 1957 
5. SEX 6. COLOR OR RACE |7. MARRIED PY NEVER MARRIED 0) | 8. DATE OF erRTH % AGE {In joy RUIF UNDER 24 HRS. 
Jost bir Ver 
M W wioowen [J pivorceo [J 2 = 21 = 85 ua ers | ee itis 
0. USUAL OCCUPATION (Give kind of work done] 105, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Gennaro of working ie, evan i calico) 
statioary engineer Maryland U.S k. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Louis Burger Mary Carroll 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17, INFORMANT Addren 


wero [Um ercre ee" 197 60322860 | S.S. Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (¢)-] 


part. DEATH was Cause ay. Bilateral pneumonitis 
IMMEDIATE CAUSE (0) 


“uy TIS 
Conditions, if ony. which Rheumatic heart disease 
gove rise to immediote 
couse (0). stoting the under- DUE TO 
lying couse lost. () 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Rca alta 
Chr.brain syndr.assoc. with cerebral arteriosclerosis with psych.reacts vs [k nog 
20c. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(JF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, 
Hour o.m. 


p.m. 
21. | certify that | attended the deceased from.____7__= 8 = ' 957, to. 


ieee = Bey ond that death accurred ath at Ry, from thes causes and on the date stated abave. 
4 ADORESS (Street, city or town, stote) DATE SIGNED 
ACTUAL ee CAM mo, Springfield State Hospital 10-56-57 


INTERVAL BETWEEN. 
ONSET AND DEATH 


weeks 


ee ee ae 

Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, rete (City or town) (County) (Stote} 
ime eeonte foctory, street, office bldg. 

fot work ‘of work 


Doy. 


MEDICAL CERTIFICATION 


jf NAME type) __Edmund Lust _Sykesy de, Se) AE ts ee eae’ 


= eae MEDF CEMETERY OR CREMATORY P LOCATION i _ town, or county) (Stare) 
+, ZED 


LINERAD DIR Lp4o. REC'D BY Ry Via) a on pen cle 
A¢ Lf ome (277M 7 ue hs i 


— 
é 


. Poge 4 should be 


if prior ta burial, cremation, 


s 


If any delay is necessary, please exe- 


hin 24 haurs after death. 
ive Pages 1, 2, and 3 ta the funeral 
. Page 5 may be retained far 


it 


‘oS 
< 
© 
a 

ba 


2 
g 
2 
o 
® 
= 
° 
S 
= 
3 
Ss 
M4 
o 
3 
= 
3 
‘= 
.e) 
o 
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certificate, writing the ward “pending” 


© 
or removal, 


led tt 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed wi 
RAL DIRECTOR: Page 3 should be used as a buria 


VS. AISME(5) 
5M 9/55 


{ 


it. File poges 1 and 2 with the re: 
omy ; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10427 
10478 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


Reg. Dist. No. 
7, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Intfitution Residence before admission) 
af 0, COUNTY ©. STATE b. COUNTY 
Carroll MARYLAND aryland Balto 
b. CITY OR TOWN {if ounide corporate fimin, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outide corporate limits, write RURAL ond give nearest town) 
‘ond give necrast town) ve 
esville byr's e7mos «2days Baltimore 2 
_ | 4. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d, STREET ADDRESS ® ia Me 
/5 \ Springfield State Hospital 127 _S. Schroeder St. ves] NOX) 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
‘ype oF pein) May Ray Harris CARUSO beatH = October 9 1957 


4 
Q 
2 
< 
g 
s 
= 
3 
uv 
8 
= 


5. SEX 6 COLOR OR RACE |7- MARRIED [] NEVER MARRIEO [-}| 8. DATE OF SIRTH 
Female White widowtox} —oivorceo [] 1889 


100, ava cee SLO fc kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


13. FATHER'S a 


IFUNDER YEAR] IF UNDER 24 HRS. 
‘Moaths| Doys | Hours | Min. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


‘even if retired) 


of worki 2 Co. 


14, MOTHER'S MAIDEN NAME 


John W. Harris Frences Guy 


15. WAS DECEASED EVER IN U, S, ARMED pai ® 16. SOCIAL SECURITY NO. } 17, INFORMANT Address 
Tres, “WS unknown) Itf yes, give wor or dotes of service) 
A) - - Springfield Hospital Records 


18. a pon Tote ge ‘one caute per line for {a}, (b), ond (c).] TREAT 
IMMEDIATE CAUSE fo) dial Infarction hours 
¢ DUE To 


gove rise to immediote couse 
ane DUE TO 


ing the vaderlying 


Conditions, if ony, cl b) Syphi litic Aortitis involving coronary arteriee ars 


couse lost. 


(ot 
PART HI. OTHER wie “ANT CONDITI CONTRIBUTING TO DEATH 8UT NOT RELATED TQ THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo)}¥9. WAS AUTOPSY 
Psychosis wi th syphilitic meningo-encephalitis. PERFORMED? 
ves] nol] 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port II of item 18.) 
Cals Orpen TNC = Was found on ficor by bed unconscious. 
2c. TIME OF INJURY = Month, Day, Year =| 20d. INJURY OCCURRED |20e. PLACE OF INJURY ame, Braet 1208. (City or town) (County) (Stote) 
: Whit Not whil factory, slyeet, office bldg., etc. 

7230KMe” 10/9/57 » (Mila Sect] Hospi tar i Sykesville Carroll Maryland 


21. L certify that | taok charge af the remains described — held an Autopsy, Inspection [[], Inquiry ‘im and find that 
death resytfed fram: Natural couses [], Accident [1], Suicide [], Homicide [], Undetermined cause []. 


CHIEF MEDICAL EXAMINER [_] 5 ins aa 


ASSISTANT MEDICAL EXAMINER [7] 10/10/57 


DEPUTY MEDICAL EXAMINER [J 


.D. 


s 
To. BURIAL, CREMATION, |22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
Hon sr” ty) 3B rv 
ur Oc t 57 |St. Peters Cemeter altimore, Ma. 
ff Ny 


24a, REC'D BY Cea 
pm AIG) CC. Aarry, Hecrs 


17 _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10478 
047 CERTIFICATE OF DEATH Reg. Dist. No. ws y 


Ve ee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission} 
°. 


a. STATE b. COUNT: 
32 Carrol MARYLAND Maryland Montgomery 
Be b. CITY OR TOWN [If oulside corporole limils, wrile |e. LENGTH OF STAY IN 1b || €. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest lown) 
5 RURAL and give nearest town} 1 : ‘ 
se Sykesville, Md, (rural 1 Se Silver Spring, Mde d 
238 d. NAME OF HOSPITAL (IF nol in hespilal, give slreet address) d. STREET ADDRESS. ©. 15 RESIDENCE 
ced Pao OR INSTITUTION ON A FARM? 
a5 ¢ s field ital 008 Evans Parkway vs) NO 
» 3. NAME OF First Middle Last 4. DATE Month Day Yeor 
(Type or print) Mar Giallobardo Crivellal PAT October 5 19 
: 5. SEX 6. COLOR OR RACE | 7. MARRIED [GJ NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
‘ lost ae Manths| Doys | Hours! Min. 
“ Female White |wirowen pivorced [] | )j- 12-1888, 9 om. 
it TOc. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
g during matt of working life, even if retired) : i 
5 Housew! None Italy U.S.A. (natureliy 
8 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a 
9 lario Giallobardo (deceased ary Grace Ditta (deceased) 
WAS DECEA! IN U, S, ARMED FORCES? |16, SOCI o ~ 17, INFORMANT Add : 
e Tas Ye erates es ee ee ar | Oe NR gECUREY ‘ tae Waskingten pis. Ors 
fe No Not known Josephine LaMendola, 3955 Blaine St. io 
8 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).} : INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: vowar Oia clusse Pa ey CEAT 
5 : IMMEDIATE CAUSE (0) Go a2) 4 [Ou ) 2 aaa Pa 
# af DUE TO . U 
. g 2 
Conditions, if ony, which Fs Avleno sol ergot Co heart ASAI 


gave rise lo immediate 
a¥se (a), stating the under: DUE TO 4 bh + 
ince. - pGAekev alited kvleno sclerosis R~A4 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lia} [79 Be Sete hell 


yes] NO[¥ 


200. ACCIDENT WAS UNDERLYING [3 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} (County) (State) 
Hour a. m. While Not while factory, street, office bldg., etc.) | 
19 Jat work [] of work (] i 


21. | certify that 1 attended the deceased from.___._May Jp, _, 19.56, to_Octe 5, ., 19.57.that | last saw the deceased 
alive on_._Y& a ee W227... and that death accurred ot! Am, from the causes and an the date stated above. 


MEDICAL CERTIFICATION: 


L DIRECTOR: After this certificate has been signed by the attending physician ond campletely 


auld be detached far use as the burial-transit permit. 
the registrar priar to burial, cremation, ar remaval, and in ony event within 72 hours ofter 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tha! the death certificate be executed within 24 haurs ofter death: Pege 4 
may be retained by the hospital or attending physician. 


7 , ' “4 ADDRESS (Slreet, city ‘or town, slote} ' DATE SIGNED 
ACTUAL SAMY, y Sho g de f 
j | (Seaiinfeccisecl Seccerea bleed I). Seraapprid Made Yeobpel Shesidlediar 
PHYSICIAN'S é typ fpf ) } By, higpels, 
NAME (Type)_EAL4¢ 74 0 VCCCLELELOL LEK Ll KEEL AL, AE FER AL TT OEE pea Ai 
(a 2a. BURIAL, C nt ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (State) 
22 Renee) * | Oa ~5'7 Parklawn Cemetery Maryhand 
° Qa 
2 


, — 
73. FUMERAL DIRECTOR'S BIGNATURA ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGJSTRAR'S ATURE 

:3 ee ES ae ee: 

1EM 9/35) P Lomo, V 393) f Z Q 9) rf! A Z 


nX 
% 


3A Avaund 


Gat ss | PN 
03 ars05 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = j () 47.) 
. 10480 CERTIFICATE OF DEATH Reaane 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
°, COUNTY 9. STATE b. COUNTY 


Carroll Maryland 


b. CITY OR TOWN (If ouside corporote limits, write ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 


RURAL ond give nearest town) 
Hen Baltimore 3vaof- 


PY uOn 
d. NAME OF HOSPITAL (IF not in hospital, give street oddress) | d. STREET ADDRESS. @. 1S RESIDENCE 


OR INSTITUTION ON A FARM? 
Henryton State Hospital N Aveme ves (] No 


3. NAME OF First Middl 4. DATE 
bens 4 ‘isl idle Lost Month 


Day 
(Type or print) Jane Elizabeth Da bam October 18 19 57 


3. SEX 6. COLOR OR RACE |7. MARRIED (-] NEVER MARRIED JC] | 8. DATE OF BIRTH 9. AGE (In yeors TF UNDER 24 HRS, 
last birthdoy) [Months Doys | Hours | Min. 


Female Negro _|wiooweo 1) Divorceo [] 10=1=1941 16 rm. 


10. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY / 11, BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


in by the funerol director. 


and 2 should be fil 


Year 


® 


during most of working life, even if retired) 
None Baltimore, Maryland USA | 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
James E. Da; Nancy Green 


{inr’-paell oeateherna SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
(Yes. no, of unknown) (yes, give wor er dates of service} 
no hone Nancy Day = Mother = 1326 Myrtle Avenue 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (¢)-] INTERVAL BETWEEN 
A 


PART DATE MDIAN Cats (1 Far advanced bilateral cavitary pulmonary Tbe. 13 years 
‘ DUE TO 


Conditions, if ony, which Cor Pulmonaie 
gove rise to immediote DUE TO 


. stoting the under- 


lying couse lost . 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART vi WAS AUTOPSY 


PERFORMED? 
200, ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port I! of item 18.) 
OR CONTRIBUTING CF) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ves[] No(] 
~ Say RL 
20c. TIME OF INJURY Month, Day, Yeor / 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20F. (City ar town) (County) (Stote) 
Hour , While Not while factory, street, office bldg., etc.) ! 


lot work [J ot work (C] 1 


_10-18._., 195.7. .that | last saw the deceased 


_M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


er death. 


Then please remove corbon papers. Pat 


1 or attending physician. 
AL DIRECTOR: After this certificate has been signed by the ottending physician ond completely 


MEDICAL CERTIFICATION 


om, 
p.m. 


ACTUAL 
SIGNATUR 


Nanette) Edgars M. Maculans, M.D. Supt. 


‘7lo. BURIAL, CREMATION, | 22b. DATE THEREOF Ze. NAME QF TERY OR CREMATORY Vira, LOCATION (City. town, or caunty) (State) 
REMOVAL (Specify) ZL’, (| 
gH 2 WA LEG EVEL At 
23. FUNERAL DIRECTOR'G SIGNATURE Vif SV) Y om REC'D BY REGISTRAR | 20b, 5 a SIGNATURE, 
& LI 2228, DX LeX ty _, Lo PVN A WA DATE ZL a Tah 7S 


should be detoched for use os the buriol-transit permit. 
the registrar prior to burial, cremotion, or removal, ond in ony event within 72 hours aft 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = j (J 45) 
1048] MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


ett 


9. AGE (in yeors [IFUNDER TYEAR] IF UNDER 24 HRS. 
to" Months] Doys | Hours | Min. 
yn. 


g4 g Reg. Dist, No. 
H 3 a a PLAGE OF 0 DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Retidence betore admission) 
<£ 2 o. i. 
22 5 Carroll marnano || SSE Maryland S cOUNY Bal togbaty. 
2g 2 b. city ~ TOWN crower corporate limit, write RURAL ¢. LENGTH OF STAY IN Tb | c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
go 5 ive rm a , 
2 kesville selmo.2ldays. Baltimore Z2VOl.-¢ 
g ny Mi yd. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street oddress) d. STREET ADDRESS e Sree 
= 2 ry * 2 
ae ere —|__Springfield State Hospital 532 E. North Ave. ves] NOLK 
> fae SP 
acy & / Ta RAME oF First Middle Lost 4. DATE ‘Month Doy Year 
> Cpe or in Estelle Viola DEVEREAUK pata October 15, 1957 
°o 


5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [2] 8. DATE OF 8tRTH 
Female White wiooweo [J] oworceo) | April 6, 1877 


12. CITIZEN OF WHAT COUNTRY? 


and 2 with the re 


Wa. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country) 
dor aoe of wor a life, even if retired) 
} Topo: - Maryland U.S.A. 
13. FATHER'S NAME . 14, MOTHER'S MAIDEN NAME 


. 
g 
: 
5 
rs 
6 
2 
2 
° 
= 
2 
o 
9 
iS 
5 
a 


§ 
3 
2 
Z 
s 
3g 
> 
é 
wo 
& 
2 
3 
g 
3 
4 
£ 
rs 


Michael Devereaux Elizabeth Crane 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Ye. 90, pease! ANE yes, give wor or dotes of service) " 
= Springfield Hospital Records 


aa 


€ 

Q 

8 

cv 

Ss 

€ 

o 

g- 

3 

x 

ae 

Hay 

je < 18. CAUSE OF DEATH [Enter only one cavse pet line for (0), (b), ond (c).] INTEAVAL SETWaRh 

Bees PART |. DEATH WAS CAUSED BY; 

ass ) IMMEDIATE CAUSE fo) Rheumatic heart disease Y 

£2 3 eh °K DUE TO 

etre Conditions, if ony, which 0 Bronchopneumonia 

2S os gave rise lo immediote cove 

wees 

S55 {0}, stoling the underlying( OVE TO 

mec cours tot, ToT o 

ol 2s Zz fA oTHERSIG Ano at ITJONS CONTRIGUTING TO DEATH BUT NOJ RELATED TO THE TERMINAL DISEASE CONDITION GIVEN! IN PART Wol]19. Was AUTOPSY 

=i eo °Q at th 

8253 pay n psycho é€ deter oration and generalized arterio- veSPL NEE 

S35 uv ochante sh erm 

SF % ex "AUSE W. [20b. DESCRIBE HOW INJURY iy 

SREs = = “ ao a x SCRIBE HO sn OCCURSED, (Ender noture oF injury in Port # or Port H-of item 18.) 

2 ED 8 ° inknown 

EPs 2 

PCE 3 & | 20c. TIME OF INJURY Month, Day, Year =| 20d. INJURY OCCURRED [20c. PLACE OF INJURY brane: form, ‘20. (City or town) {County) (Stote) 
3 Vv 

Go Bie Fat ed dee While Not whit Wet and Le jo He) 

gfe | 2: S240 192)» || twee [pot sore Seal ospital i Sykesville Carroll Md 

afze 21. I certify that | taak charge af the remains described abave, held an Autapsy Inspectian [_], Inquiry [[], and find that 

eye death repulted fram: Natura! causes [], Accident], Suicide [J, Homicide ['], Undetermined cause []. 

Z5U5 

Leen 

Ese io, CHIEF MEDICAL EXAMINER [1] pd 

zie .0. 
Sse¢ 7 ASSISTANT MEDICAL EXAMINER [7] 

> Spee 

5 s 8 DEPUTY MEDICAL EXAMINER [3] 10/15/57 

S2e2 E c. OP CEMETERY OR CREMATORY Wd. LOCATION (GB, town, or county) (Stote) 

fe} oe o o 

- 4 


Sox orn ay Mere. 


a 


9 & 
aN pACTOR'S ie wa OE oa Oe ‘24a. REC'D BY REGISTRAR | 24b. any NATURE 

Vs. AISME?S) QO, re , 
/~ aT: DATE / LL AL, tLe, 


e 
= 
2 
Ps 


TA Nvauna 


190 


. Page 4 should be 
? 


prior to burial, cremation, 


* 


If ony delay is necessary, please exe- 


ige 5 may be retoined for 


permit, File poges 1 ond 2 with the re 


Vas 


he word “pending” 


MINER: This certificate should be executed within 24 hours after death. 
ed to the Chief Medical Examiner's Office alang with form PM3. Pa: 


RAL DIRECTOR: Page 3 should be used os o burial-tronsit 


¢ Lan certificate, writi 


or removal. 


TO DEPUTY MEDICAL EXA 
cut 
far 


TOF 


4 
eo 
5 


5M 9/55 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10481 
. 10482 MEDICAL EXAMINER'S CERTIFICATE OF DEATH cheat. as 


2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 


1, PLACE OF DEATH 
@. COUNTY 


, TA bc 
Carroll marviann || _% STATE aryland OUNNY Balto 
b. CITY Lathes TOWN Ne: ‘cuhide corperate limits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporole limits, write RURAL and give nearest town) ea 
S kesville el2days: Baltimore 3Vi z 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS «. Is RESIDENCE 
pringfield State Hospita 838 Abbott Court, Belto. 2. |v) no 
[= coped eke eee 
3. ee OF First Middle Low 4 pare Manth Oay Yeor 
type or print Julia Bonn Ferris DEWLING bam October 10, 19 57 
3. SEX 6. COLOR OR RACE |7- SOSERIORINUIMOOMEL ][ 8. DATE OF BIRTH % ate lox = [FUNDER 1YEAR] IF UNDER 24 HRS. 
Female White — |wwowem  xmomooxg | October 1, 1873: eg | 
10; USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OF INDUSTRY |11. BIRTHPLACE (Stote or foreign Me: 2. CITIZEN OF WHAT COUNTRY? 
dusiag most of werfing We, even i raed) : 
use - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Ferris Anna Simms 
1. WAS DECEASED EVER IN U: 5. ARMED FORCES? T16. SOCIAL SECURITY NO. 17, INFORMANT ‘Address 
je, Spy voor yes give war or service 
Yo - 216-2-530) | Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cavte per line for (0), (b), ond (c).] INTERVAL BETWEEN 
TART | DEATH Mepiate cause fo) Cerebral hemorrha ours 
i 
+f DUE TO 
Conditions, If any, which o_Arteriosclerotic cardiovascular disease. 
gove rite to immediote cause 
{0}, stoting the underlying( DUE TO 
couse lost, GOTTA te}. 
ra Ae ores cane CONDITIONS CONTRIBUTING TO DEATH BYTNOT RELATED TOATHE TERMINAL DIS ee G| pout 9 PART Wel]19, WAS AUTOPSY 
g eassocie with semtie bratn-cisease with psychotic react ORMED? 
3 reo erm ves oO No &@ 
= [5, EXTERNAL Son We eg [20% DESCRIBE How INuURY OCCURRED. (Enter noture of injury in Port | or Port Il of iter 1B.) 
& | Cause oF DEATH Slipped and fell, 
G | 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED, 208, peace ee ed ee form | 120f. (City or town) (County) {Stote) 
Fal Hour @.m. Whil Not whil Nery. cofregh sorrel 
3 em 9/3/57 19 [ie Not mig No \. Sykesville Carroll Md. 
2). oda a | took chorge of the remoins described obove, held on Autopsy C1. Inspection LX. Inquiry i], ond find that 
death ry H from: Noturol couses fXJ, Accident [], Suicide [1], Homicide (2. Undetermined couse [7]. 
SGwaturs YZ d . [V47-24 fo, © CErAMERHEAL ExARAER LE ee 
ASSISTANT MEDICAL EXAMINER [7] 
be 74) James T, Marsh, M.D. DEPUTY MEDICAL EXAMINERS] 10/, 10/' oT 
To. won REMATION, |22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, oF county) (Stote) 
i 


10/12/57 Woodlawn Cem. _,,, ( Woodlawn, Md. 
__| 24b. ee 


c Meg 


7 


$A nvaund 


{sot TT L100 


Bars : | 7 3 e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10483 CERTIFICATE OF DEATH 1048? : 


Reg. Dist. No. 


PLACE OF DEATH 2. USUAL RESIDENCE (Wherg deceased lived. If institution: Residence befare admixion) 
a a. STATE b. COUNTY {/ 

i Ne (CLA db iLeib 
B. CITY OR TOWN (Hf avhide corporate lin , write c. CITY OR TOWDA (If autsige corporgte limits, write RURAL and give nearest tawn) 


‘AL ond give neare! “ - y 
Sf KAttipitlipnrt x 


fae 
d, NAME in ee {If nat in hospital, give street address) d. STREET ADDRESS e. 18 RESIDENCE 
OF INSTH ON A FARM? 


_— 


3. NAME OF First . Middle \ let [i DATE 


in by the funeral directar, 
ind 2 should be filed with 


w 


DECEASED Q acel 


{Type ar print) HoOMA = A ELA / ZL 


5. SEX 6, COLOR OR RACE | 7. MARRIED [J NEVER MARRIED oO B. DATE OF BIRTH GE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
- a doy) | Manths Min, 
WIDOWED & bivoRcED [] Qa {T- /§ yes. 


I ee USUAL SCC OER ON eae kind of wark dane] 10b. KIND OF BUSINESS a INDUSTRY | 11 ol eTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“"y her * peli 7 te j. p, | J ld SUA 


14, MOTHER'S, ea E 


HY 
eee At £ 
peep SOD Mall % das Haz diZad ad 
as, 90, 0 unknown Pgh o verve ~ P 
anrer... oan 7 lad bad 24; MEZW, LA [iin fitted Mh 


| ]i8. CAUSE OF DEATH | [Enter only one couse pel ine for (0). {b}, ond (2) INTERVAL BETWEEN 
PART |, OEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} 
Dt DUE TO 


Condilions, if ony, which 
Bove rise to immediate 

cote (a), stating the under. ( SVE TO 
lying couse lost. to 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a) |19. eee 


vs) not 


Pag 


that the death certificate be executed within 24 hours cfter death. Page 4 
Then please remave carbon papers. 


ires 


ion. 


-transit permit. 


The low requi 


20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL —— 


20c. TIME OF INJURY Manth, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) {County) {Stote} 
Hour a. m. While Not = foctary, street, affice bldg., etc.) | 
pm lot work [] ot work 1 


21. I certi tat | attended the deceased fram._. a ae 19), to. -..L.,that | last saw the deceased 
alive an_{_ J LG = 19h. ----, and that death accurred Cae, fram the causes and on the date stated abave. 


Ticate Gy ADDRESS (Stree}, city or town, state! DATE SIGNED 
ACTUAL Ny ee. 7 iS Z 
SIGNATI — i 
nT Ih 
To. BURIAL, CREMATION, Mb. DATE THEREOF AME OF CEMETERY OR wy, OCATION (City, ‘9 gwn) oF county} {State} 
REMOVAL (Specify) yy) (i) 
DALAL GL OLY tf 


ERAL DIRECTOR'S 24a. "Oo ‘D BY — ice "RE GISTRAR’ Ee SIGNATURE 
f lon GY. 22.57| Artie 17 


MEDICAL CERTIFICATION 


oe 
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tained by the haspital or attending physic! 


hould be detached for use as the burial: 
the registrar prior to burial, crematian, or remaval, and in ony event within 72 hours after death. 


moy 
TO FU 


page 


TO HOSFITAL OR ATTENDING PHYSICIAN 


4 
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a 
25 
bors 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0483 


CERTIFICATE OF DEATH Pr 


ter this 


Al 
Es 


. j 0 4 8 4 Reg. Dist. No.... 


ANTECEDENT CAUsE(s) OVE TO Gc / 

DISEASES OR CONDITIONS, IF ANY, (6) ; 
GIVING RISE TO THE ABOVE CAUSE 

STATING UNDERLYING CAUSE LAST. DUE TO 

{C) 

1 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE, 

DISEASE OR CONDITION CAUSING DEATH. So wd 


é 


fo May (9S7 


<< om 
ee 
3 > 
& <x 
oO 
2 $< 
2 woe 
2 $= 1. PLACE OF DEATH z 2. USUAL RESIDENCE (HOME) OF DECEASED } 
@& v 
a oe Carro] MARYLAND sare Maryland coun i 
€ Be ‘orporete limits, write RURAL LENGTH OF STAY CITY —(W outside corporate limits, wiite RURAL end give aot Tea 
= 3 2 id naarest town} {in this placa) Towa Rei 
gay TOWN 5 intone months eisterstown : 
Lae g poeta Oe Rw is 8 {lf rurel give locetion} 
£70 smeeet aooress ~= Meadow View Nursing Home ain Street 
3 38 3. NAME OF | Te a ae) ie a BATE thy rn Yeat 
es . 
£ Be (Type or Pri} §= Rembert DeCarroll Gore PeaATHOCtOber 15  »57 
w z @ 5, SEX S. COLOR OR ve OOK CARER on eED B. DATE OF BIRTH 9, AGE last birthday fF UNDER 1 YEAR | IF UNDER 24 HRS. 
i & re 2 Months | Di 4 Min. 
ie M Ww son Widowed |December 17 187. Rv dell ene ec 
=> We. USUAL OCCUPATION (Giva kind of work 10b, KIND OF BUSINESS VM, BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT 
oe done during most of working life, even if OR INDUSTRY | | COUNTRY? 
s2¢ (| sm Survevo Wa State Maryland SA 
Ca 73 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
OLese Lewis D Gore Martha E Frazier 
- eae 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS 
4) £6 vaene er uplal || SWivas,oltatwerrar delasioliaarvtca) ‘ er Md 
9 sage pers * None Mrs Inez © Horine RFD 5 Westmins 
Os =e - F iF 7 zy ERVAL BEIWEEN 
b id 1 DISEASES OR CONDITIONS DIRECTLY LEADING wae Sey Se ee Obit eh Ae, Eas 
i= i ray hg 
z 33 Ef LAA tmmneviate CAUSE 7%) Conde Ve Lee Ls : ha Ke eet ee 2 
3 
sO 
we 
£5 
3s 
£3 
fs 
Es 
E3 


>| We: DATE OF OPERATION 196. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
" ves] No (] 
Zle. ACCIDENT WAS UNDERLYING [] | 21b. PLACE (Home, farm, factory, Zic. WHERE DID INJURY OCCUR? (City or town) (County) Gtefe} 
OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bldg., ate.) 
(F EITHER, NOTIFY MEDICAL EXAMINER) 
(\2id, TIME OF INJURY (Month) (Dey) (Yaar) (Hour)| 2le, INJURY OCCURRED |) | 217, HOW DIO INJURY OCCUR? 
ye While Not while 
M,_|_at work aiwork LC] 
27 
‘ Mes iaag 9.4. to LAT AS... 19.92 2, that | last saw the deceased 


IG PHYSICIAN OR HOSPITAL: The law requires that the death certi 


22. I hereby sertify shat I attended the deceased on fA 


cS 19.2,2, 2, and that death occurr: 


alive on... ktm 4.70. 


at. Ze6OM, m the causes and on the date stated above. 
: DDRES: |. city, town, state) Seen 
‘| etet iid) pagent 
DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, of county) Giate} 
Oc¥H1s 195 Druid Ridge alia Pinesville Md 
REGISTRAR’S SIGNATURE 7S. FUNERAL DIRECTOR'S SIGNATURE ADORE 


SS 
oe. , Wyn Rirymanrdow Reisterstown Md 


23. 


death certificate assembly should be detached for use as a burial transit permit. 


The Bcttom copy may be retained by the hospital or attending physician, 
VS AISC 1-55 10M 


TO FUNERAL DIRECTOR: 


certificate has been execu 


Ay, precy) 3 


24, REC'D BY REGISTRAR 


eS il 


TO A’ 


3A Avrand 


L561. 3S 100 


af : 
\isnee ay 8 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10485 CERTIFICATE OF DEATH won ou hed 4? 


od 


le 
S 8 3 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If inuitution: Residence before odmistion 
Bi ° b. COUNTY 
2 § p MARYLAND 
~ sem. AR Ro 4 = 
23 b. CITY OR TOWN (If outside corporote limit, wite |e. LENGTH OF STAYIN ID || «. on nner {If outside corporate limits, write RURAL ond give nearest town) 
9 34 RURAL ond give nearest town} ERPS x CE» PLRAL. 
° $2 10 ERLL LAY 
. =o _ 
€ of d. NAME OF HOSATAL [IP not tn howpitol, give steeet oddveni) d. STREET ADDRESS . 15 RESIDENCE 
°° = Y, OR INSTITUTION ON A FARM? 
ee 
: E-} 
2 7. 
3 cf : 
Zz <5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
ce DECEASED | _ OF . 5 
< @ treeerrion FRAN YL DEWWIS HAN tam OCT 27 95 
i so 5. Sex 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [5¥'] ®. OATE OF BIRTH 9. AGE fn yoon,[LUNDEE 1 YEARTE UNDER 24 HS 
: i W , jonths] Days Min. 
; wiooweo [j Divorceo [j -SISB 3 ya. 
> ts BA 
2 ee I /i00. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. ae {State or foreign tot 12. CITIZEN OF WHAT COUNTRY? 
= 
g o during most of pocnny. life, even if retired) 
$228 “7 No NONE Ld ABW) Ut A 
3 58 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 g DA DO f, 
8 2s NLS HERI LORD  FRANG/S 
¢ 16, WAS DECEASEDEVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. INFORMANT Address ee 
é 
= 5 my | tres, 0, 0 or {tt yen, give wor or dotes of service) vy) NW ft, / Wi 
& H VA £7 f) 5 Z 
£ 4 Ce ee ee A ee a eee — = 
3 es 1B. CAUSE OF DEATH [Enlor only one cavie per line for (o}, (b). ond (¢).] INTERVAL BETWEEN 
° a PART I. OEATH WAS CAUSED BY: poy ae 
2 o¢ IMMEDIATE CAUSE (o] 
= = ¥ DUE TO 
3 . . 
rs Conditions, if ony, which rs 


gove rise 10 immediote 
cose (0), stoting the under- UE TO 
lying couse last. ( 


Part If. OTHER SIGNIFICANT CONDITIONS, 


requires 


MRIBUTING TO DEAI Ti BUT NOT RELATED TD THE TER (fat DISEASE CONDITION GIVEN 1N PART I{o)/19, WAS AUTOPSY 


PERFORMED? 
ves] NO Bo 


hysi 
After this certificate has been signed by the attending physician and completely 


ing pl 


20a. ACCIDENT WAS UNDERLYING O 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury In Part {or Par! 1 of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DI 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, farm, ( 20f. (City or town) (County) (State) 
Hour a. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 lot work [] ot work (J t 


21. | certify that | attended the deceased from.__Qui}-_Z.2.__., 19.27, to. Cod AZ... FZ.,that | last saw the deceased 


alive one ee say WEE, and that death accurred of 2AM, from the causes and an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


ACTUAL 2 = 
SIGNATURI M.D. ictal Net hin nnn sannnsncee 
PHYSICIAN'S 


pili) Oe a en a ae 


MEDICAL CERTIFICATION. 


hauld be detached far use as the burial-transit permit. 
the registrar prior to burial, crematian, or remaval, and in ony event within 72 haurs after death. 


etained by the haspital ar ottend' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The la 
AL DIRECTOR 


ss \ ‘Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

522 “ e] y > p 

268 | {FET Hace Hs AEDER tC. 2 LDL 
re R Ky 24a, REC'D BY REGISTRAR ‘2 pe, yay ry 

Vs A15 (4 g J, 

Bags A444 Y) Lb LAA by Leg vate) <, EST | shih ix, J\ Odin 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
. 10486 CERTIFICATE OF DEATH nes. our) 489 9 / 


Ath, 
zz | 
a 


a 1. PLACE Of DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odminion) 
Fy j 8. °. b. COUNTY 
32 arroll are Maryland City 
Be b. CITY OR TOWN (if outside corporote limits, write [c. LENGTH OF STAY IN Ib || c. CITY OR TOWN [if ovlside corporote limits, wrile RURAL ond give nearest town) 
3 RURAL and give nearest town) B ‘a 
aI Sykesville 2yimod altimore ,Md¢ IVOIRE 
ge d. NAME OF HOSPITAL (IF not in hospitel. Give siceet address) d. STREET ADDRESS RESIDENCE 
Se OR INSTITUTION sare ON A FARM? 
a3 Springfiedd Sttate Hospital £468 William Street. ves [1] NO OL 
ce 
bisa 3. MAME OF Fi idl 4. 
= DECEASED et are tow Date ‘Month Oay Year 
Ea eee) Edward Hawk Capt 10 
F 3. SEX 6. COLOR OR RACE |7. 8. DATE OF BIRTH %. AGE (I TF UNDER 1 YEAR] IF UNDER 24 HRS 
rs . MARRIED CALNEVER, MARS fo Be inten). ae 
3 ; M W wipowen [) pivorceo(] | 2 f 1 Ve iF yrs. 
I Too. USUAL OCCUPATION (Give kind of work done] 105. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country] 12, CITIZEN OF WHAT COUNTRY? 
3 | during most of working lite, even if retired) 
« ! lerk Meat Store Maryland eSehe 
3 13. FATHER'S NAME 14 MOTHER'S MAIDEN NAME 
: Edward Hawk Ella Gardner 
8 18. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
5 (Yer, ne. of unknown), Hit yet, gree wor or dates of rarvice) . 
5 / yes Nav unkn S.S.Hospitak Records 
8 1B, CAUSE OF DEATH [Enter only one cause per fine far (0). (b). ond (c)-] INTERVAL BETWEEN 
6 PART I. DEATH WAS CAUSED BY: pen 
§ Rs IMMEDIATE CAUSE {a weeks 
= A DUE TO Septi 
epticemia weeks 
to immediate DUE TO 


|. stating the under- 


lying couse lost. _Decubitus ulcers 


AL DIRECTOR: After this certificote hos been signed by the attending physician and completely 


€ 

& 
eSe 
6.3 
2 5 ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0){ 19. fhe Ra aa 
£35 3 Chr, brain syndr.assoc.with Huntington chorea,with psych.reaction ves] Nol] 
og 2 = 200. ACCIDENT WAS UNDERLYING G. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
3S & | OR CONTRIBUTING (D CAUSE OF DEATH 
i £ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oes < 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 200, FLACE OF INJURY (Home, farm, | 20f. (City or town) {County} {State} 
5.°s8 5 Hour 9. m. While Rot. while: foctory, street, affice bldg.. etc.) f 
3 . = Pm. 19 Jol work (J ot work i 
¢ 3 21.1 certify that | attended the deceased fram.____Bre29m55._... 19... to__- 10 wlpe_----- , 1957..,that | last saw the deceased 
ke 3 alive an___ 20s 30_RM, from the causes and an the date stated abave. 
= 3 ADDRESS (Street, city or town, stote) DATE SIGNED. 
a ACTUAL : 
3ES (| [Sherr ringfield State Hospital. LOshe57.. 
c mcd 
2 “4 PHYSICIAN'S 
eae NAME (Type) biTy LS = WYK 2. Maxy.and- 


the registrar prior ta burial, cremotian, or removal, and in ony event within 72 hours ofter di 


‘Zc. NAME OF CEMETERY OR CREMATORY 4 Td. LOCATION (City, town, or county) {Stote) 
ify! 
Burfal” | 10/8/57 Loudon Park Baltimore, Md. 
23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Pha. REC'D BY REGISTRAR | 24b. by ase SIGNATURE 
beret e JOHN F. DENNY, INC. 715 Light St. DATE | 40GK 1 fla We 


pag 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours after death. Poge 4 


a Tos “AMA A 


Saal 


os 


( 


n by the funeral director, 
ind 2 shauld be filed with 


a 


c 


Le | 


lecth~ 


Then please remave carbon popers. Po: 


‘ote has been signed by the oftending physicion and complete 


ding physicion. 


ar ott 


ined by the hospi 


L DIRECTOR: After this certi 
hould be detoched for use os the burial-tronsit permit. 
the registror prior to burial, cremotion, or removol, and in ony event within 72 hours after 


% 


JOSPITAL OR ATTENDING PHYSICIAN: The low requires thal the death certificate be executed within 24 hours ofter deoth: Poge 4 


moy 


TO FU 
poge 


TOH 
o< 
Es 
3a 
Bs 


10 4 8 7 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 052 
Léon 8. Film G-222-11/12/sCERTIFICATE OF DEATH ies 1U i sr 


1. PLACE me cA bane (ie (Where deceased lived. If institution: Residence before admission) 


o. COU 
Carroll MARYLAND "Florida wes! 
b. CITY OR TOWN {If outside corporate limits, write ©. CITY OR TOWN (If outtide corporote timits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Mt. Air 2 mo. Jacksonville 
da. Tine orosria {IF not in hospitot, give street address) d. STREET ADDRESS e. RES ORE 
INSTE 
3241 Thomas St., ves [] NO 
3. NAME OF First Middte lost 4, DATE Month Day Yeor 
DECEASED OF 
yeaor- eri) EUNICE ELY HUBBARD DEATH oct. 26, 1997 
5. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [] | 8. OATE OF BIRTH] —]'7—] 8Q]]9. ace Un years if UNDER 1 YEAR] iF UNDER 24 HRS. 
os bay hdoy) [Months] Doy: | Hours | Min. 
female white  |wioowem — oworceol [/L1 HA 74 LOOY yr 
10a. USUAL OCCUPATION (Give kind of work gor 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired] 
iousework home Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Edwin N, Ely Blanche Harrison 


ONSET AND Wane EN 


Ks WAS earshot Esa U.S. BRMED es 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
eee: Yes Greer er Geno ve ; 5 ; 
no 219=28~5654] Mrs. Marion Harris, Mt. Airy,Md. 


PART t. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 


is Due TO 


= 


Conditions, if ony, which t 
gove rise to immediote 
cotfse (0), sloting the under ( CUETO 


lying couse lost. (¢ 
Part lt, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o)] 19. Was AUTOPSY 
yes] no 


20c, ACCIDENT WAS UNDERLYING O) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port ti of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
({F EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, TRO ( (City of town) (County) (Stote) 
Hour o.m. While Not =i foctoty, street, office bidg., etc.) | 
p.m, lat work [] ot a t 


21. | certify that | attended the deceased from. k2 L—.f gam, 19227, to__. OF ARG, Yrs Pe | last saw the deceased 
alive an__. hat death occurred at__2 Vs AS from the causes/and on the date stated above. 


ADORESG (Street, city or town es) Be DATE SIGNED. 
Lous Te en Sc LM. L:atsS} 
beg abe 
NAME (Type! —— 


Zc. NAME OF CEMETERY GPCREHIRFORY 72d. LOCATION (City, town, or county) {(Stote) 
O-29- Woodlawn Woodlawn Maryland 


MEDICAL CERTIFICATION. 


ACTUAL 
SIGNATURE 


23, FUNERAL DIRECTOR: S SIGNATURE. _ ADDRESS — po REC'D BY REGISTRAR | 24b. 3 Ao S sgt E 
C. M. Waltz, Winfield,Maryland See 
£2 
oT 


Is uv 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10489 CERTIFICATE OF DEATH 2 : st 


ie. 
3 3) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If ‘catiheat Residence before odmittion) 
2 °. °. b..CO! 
se Carrol pee Maryland ‘imo 
Oi b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outtide corporote limits, write RURAL ond give nearest town) 
ey if ‘por gi 
3 ‘ ue a oo gi bey oe 
22 KE (rural) m B more ary] and 
2 3 ‘d. NAME OF HOSPITAL Saas in hospital, give street oddress) d. STREET ADDRESS aa RESIDENCE 
see’, 5 OR INSTITUTION 5 ON A FARM? 
3s price te NGe inte Boe ts 205 W. Madison St. ves 1] Node] 
e¢ = c zi 
26 3. NAME OF Fint Middle Lost 4. DATE Month Doy Year 
a (Type or print) % b 0 DEATH g 19 o7 
>e 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [3 |B. DATE OF BIRTH 9 AGE in year VE UNDER 1 YEAR] IF UNDER 24 HRS. 
jos! birthday] aa: 
ae widowep (J pivorceD [} 1862 ia 
= Io. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (siote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
$ during mort of working life, even if retired) 
ia] / e employed none Mary i and cs 
& 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


I ee ed Martha Be 
15, WAS DECEASED EVER IN u, S. ARMED F FORCES? poi engl INFORMANT ‘Address Birmingham, a. 
no not known |Wm. Wright, trustee 2860 20th st.West, 


18. CAUSE OF DEATH [Enter only one coure per line for (a), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Uremia 7 


wae 
A DUE TO 


Conditions, if ony, which _Nephro O 4 0 erotic hes disease mm owl 
gove rise to immediote 

case (0), stoting the under. ( OVE TO J - 
lying couse lost. @—G D brain syndrome associated with dis ban 


Then please remave corbon papers. 


been signed by the attending physicion and completely 
‘ansit permit. 


a 

6 

2 4 £ rae tL bolt SIGNIFICANT conpmons CONTRIBUTING TO DEATH er NOT a To es qeeunee DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 

5 Ep is owt e 

. apt mel Mm, Er or nutrition with senile brain disease with psychotic' O Ned 

p = (200. ACCIDENT ae UNDERLYING (}_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

= & [OR CONTRIBUTING C) CAUSE OF DEATH 

5 G UF EITHER, NOTIFY MEDICAL EXAMINER) 

o § |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, {20F. (City or town) (County) {(Stote) 

6. 6 Hour o.m. While Not while factory, street, office bidg., etc.) 

i = Pm. 19 at work [] ot work [J ‘ 

¢ 21. | certify that | attended the deceased from. = da ese » 928 to. 1 = 8 19.2. Zthat | last saw the deceased 

es alive ee a wl, and that death occurred ot_2..P_M, fram the causes and an the date stated abave. 

4 a, ADDRESS (street, city or town, vz DATE SIGNED 
7 Uy, 

a ACTUAL 4 

3 / SIGNATURI An whide ADU L, or MO. sated “Say Heputel 2 gts Le SG a 

é 


PHYSICIAN'S. 


NAME (Typel<7t MAC A 1 


OSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death: Po: 


= — a Be P95 4 a 
Ro. Bree CREMATION, | 22b. DATE THEREOF Ze. “NAME OF C OF CEMETERY RY OR oe 22d. LOCATION (City, town, or county) (Stote) 
Tet Baltimore war 
© 3 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURI 
Pee! i |_"m. Cook, Inc. 1217 St. Paul St. oe, 


3A NVATING 


2661 PT LOG 


Oars abe 


cote be executed within 24 hours ofter death. Page 4 


& 
£ 
° 
a 
73 
e 
= 
o 
= 
i 
“3 
Pa 
2 
F 
= 
2 
= 
=, 
& 
< 
o 
7 
> 
= 
a 
9 
< 
z 
< 
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° 
& 
= 
La 
is 
a 
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by the funeral director, 
id 2 should be filed with 


€ 


Pog 


Then please remove carbon popers. 


L DIRECTOR: After this certificate has been signed by the ottending physicion ond completely 
‘or prior to burial, cremation, or removal, ond in ony event within 72 hours ofter di 


hould be detached for use as the burial-tronsit permit. 


Ml 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 048 
N49 CERTIFICATE OF DEATH Reet Dee ners 


1, PLACE OF DEATH 2 USUAL RESIDENCE (Where dececsed lived. If inwitutions Residence before odmision) 
Sata MARYLAND b. COUNTY 


Carroll Count; “Mer ‘land 
b. CITY OR TOWN (IF outside corporote limits, write | c, LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest ry 
Wood ine, Md : Baltimore 12 rate fer 


d. pee ee el (If not in hospital, give street oddress) d. STREET ADDRESS *. Pareles 
INSTITUTION: 
Gesnell Nursing Home 6585 Maplewood Road vet no 
3. NAME OF Fint Middle tan 4. DATE Month Doy Year 
DECEASED a OF 
(Type or print) VISES lade ay Cok DEATH Our 7 19 57 


5, SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 Hi 
st birt! 
white |wwoweogy  ovorcent) |February 22,1862 9 8 a7) [Monks] “Days | Hours | M 


10a, USUAL OCCUPATION (Give kind of work done] 106. KIND OF BUSINESS OR inig 11, BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
Germany U,S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


John Bartell unknown 


is WAS ere wings U.S. ke aa Negi 16. SOCIAL SECURITY NO. |17, INFORMANT Address 
pe eeceas ea ea . 
ee eo | Mrs. Mamie Leiman, 4803 Frederick Avenue 


18. CAUSE OF DEATH [Enter only one couse per i for (0), (b). ond (€).) : ~ INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: Weta diay 
IMMEDIATE CAUSE (0) 


DUE TO 


ions, if ony, which b 
gove rise lo immediote 
cote (0}, stoting the under. ( DUE TO 
lying couse lost. eS 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUSING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(0}| 19. tne AUTOPSY 


REORMED? 
te O noo 
200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) {Stote) 
Hour ©. m. While Not salen foctoty, street, office bldg., iat 
Pm, jot work [] ot work 


21. t certify that | attended the deceased from. 7z ¥) 19FZ,thot | last saw the deceased 
alive on____. 2. B35 195 Z_.. ond that decth occurred ot £2749 2M, from the couses ond on the gee stated above. 


ADDRESS (Street, cify or town, stote) AEE, 
tke ie. Wd 3 


PHYSICIAN'S 
Sho a a a, . =o tee 


No. i) Coane ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 272d. LOCATION (City, town, or county) (Stote} 
b ¢ 
ura, 10-10- Loudon Park Cemeter,; Baltimore 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do, REC'D BY REGISTRAR | 24b. REGASTRAR'S SIGNATURE 
William Cook, Inc., 1217 St.Paul Street 


0M tal sav 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 


this 
\ 


— 


: within 24 hours after death. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours after death. After this 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10488 
10490 CERTIFICATE OF DEATH a7: 


1. PLACE OF DEATH 


comm Finksburg Carroll maryianp 


( 


2. USUAL RESIDENCE (HOME) OF DECEASED 


start Maryland comry Carroll 


CITY (If outsida corporete Kimits, write RURAL LENGTH OF STAY CITY (lf outside corporate timits, write RURAL end glva neerest town) 
OR and give nearest town) (in this ptace} OR 
town _Finksburg, 8 years | xo'WN Finksburg, Maryland 
HOSPITAL OR STREET (If rural giva locetion) 
INSTITUTION OR J ApoRESs 
STREET ADDRESS Ma dad None 
o 3. RARE Cr, (First) (Middle) = (Lest) 4. Bare {Month} (Day) (Year) 
eo cd 
x {Type or Print Frances Evel Jones peatH JO — /6 — ,S7 
0 5. SEX 6. Ree OR 7, SINGLE, MARRIED, 8, DATE OF BIRTH 9. AGE lest birthday WF UNDER 1 YEAR IF UNDER 24 HRS. 
j E eee DIVORCED, , Months | Days | Hours | Min. 
Ar Female | White Married | 9-11-1877 80. | | 


We. USUAL OCCUPATION (Give kind of work 


1b, KIND OF BUSINESS ‘VW. BIRTHPLACE (Steta or foreign country) 
done during most of working life, even if 


12. CITIZEN OF WHAT 
OR INDUSTRY 


COUNTRY? 


—~ 


nied Housewife Carroll Co. Maryland U.S.A. 
2 13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
° Franis W, Reese Jane Coppersmith 
= 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT & ADORESS 
Vy | (Yes,no, or unk.) | (If Yes, glve wer or dates of sarvica! 
2 No No Thomas S. Jones Finksburg, Md. 
= 18. MEDICAL CERTIFICATION z INTERVAL BETWEEN. 
wv I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
r4 


) IMMEDIATE CAUSE 7) 
” ANTECEDENT Cause(s) DUE TO 
DISEASES OR CONDITIONS, IF ANY, (8) Arteriosclerosic Cardio-Vascular 5 years 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO Disease 
{c) 


TI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THI 
BFSEASE OR CONDITION CAUSING DEATH, 


1. DATE OF OPERATION 196, MAJOR FINDINGS OF OPERATION 20,_AUTOPSY? 
ves[] no [X 


2le. ACCIDENT WAS UNDERLYING [J] 21b, PLACE (Home, farm, factory, 2lc, WHERE DID INJURY OCCUR? {City or town) (County) (Stata) 
OR CONTRIBUTING [J CAUSE OF DEATH ‘OF INJURY street, offica bidg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Dey) (Year) (Hour) alee iRCRRY, OCCURRED ol 21f. HOW DID INJURY OCCUR? 


Not whila 
areola 


22, | hereby certify that ! attended the deceased from..... i= LIl=52 19 10.1016 PDE aeihWillbisat-za Oe ctareeeeel 
alive on. LOLS, ft scasente 7 19.57. .. and that death occurred a! |, from the causes and on the date stated above. 


SIGNATURE eS DDREGS (Street, city, town, stote) DATE SIGNED 
ree 8 Main Stree 
3 M.D. 10-16 
23, BURIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION {City, town, oF county) (State) 
REMOVAL (SPECIFY) 


Burial _ 


24, REC'D BY REGISTRAR 


IDING PHYSICIAN OR HOSPITAL: The law requires that the death cei 
m copy may be retained by the hospital or attending physician. 


* 


certificate has been executed by the attending physician and completely filled in by the funeral director, the third copy-oK: 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10M™— 


The 


REGISTRAR” Ss 3 ATI eo ae 


Y Cet — Prd 


TO A’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10491 CERTIFICATE OF DEATH rep, oe (hd BY 


ai 


Maryland 
+ 2o. Bu iL, bo eld sa ‘22b. DATE THEREOF Tic. NAME OF CEM! R REMATORY g Jon a6 late) 
SPS 7 ee ee 
Vet 


73. FUNERAL DIRECTOR'S SIGNATUI 240. REC'D BY REGISTRAR 2ab. REGIST} 'S SIGNATURE 
oar fe) - 24S O fee Ze 


~ se 
3 oF 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissfon) 
oY @. COUNTY ©. STATE b. COUNTY 
a : Dare : ; : 
Lae Carro el Maryland Balto 
€ Bs b. CITY OR TOWN (If ounide corporote limits, write | ¢, LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town)? 
2 8 RURAL ond give nearest town) 1 th Balti 
> 52 Syke a mon altimore i. @ 
. 25 kesvi \ “é 
es = 3 da. OR INST TUNON {If not in hospital, give street oddress) d. STREET ADDRESS e. peers 
7 Ss am iC 3 
¢ 5s Fi Springfield State Hospital 2623 Guilford Ave. ves) no Gt 
ES 
Ee 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
a . Y {Type or print) Cecelia Geneveive King KANE orate =» October 2h, 1957 
€ 
= ae 5. SEX 6 COLOR OR RACE |7. MARRIED [~] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER # YEAR]IF UNDER 24 HRS, 
ee pire 5 birthday) [Months Min 
or Se: Female White wivoweo &} ——ovorceot) | March 20, 1870 yn. : 
La os T0o. USUAL OCCUPATION (Give kind ef work dene] 10b. KIND QF AUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 bee during most of working life, even if retired) * 
o sete } nousewife Maryland U.S.A. 
: 
g 585 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£o¢ 
2 3ce Thomas King Sara Conroy 
< & g 3 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 a8 2 (Yer. no om {It yes. give wor or dates of rervice) Springfield H ital R a 
§ of 3 - 4 pringfie ospital Records 
e as — 
8 28: 18. CAUSE OF DEATH [Enter only one couse per tine for (a). (b). ond (c)-} INTERVAL BETWEEN 
“Oy f2ua ’ : * 
2 2s > | BART: DEATH WAS Ai cane io _Arteriosclerotic heart disesse ears 
= =Fg GAO DUE TO 
es LS Conditions, if ony, which (bo) 
$ BES gove rise to immediole 
= ghee couse (0), stoting the under. ( OVE TO 
if § 2 3 z lying couse lost. () 
i i 3 § g Pant Hi. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia] 19. Meeareecan, 
SLotg 
eases Senile psychosis ves] nol) 
ie ‘a © a s 200, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item IB.) 
ege2° OR CONTRIBUTING CT CAUSE OF DEATH 
Zefzs (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Yssss Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (State) 
S505 While borWhile factory, street, office bldg., ete.) | 
Eset lat work [J ot work [7] q 
Bes § 
2 ae 21. | certify that | attended the deceased from. September 2039. Be toOctober 21 oF 1957 thot | last saw the deceased 
2 23 
3 , = 3 5 Ll _M, from the causes and an the date stoted abave. 
E = S35 . » ADDRESS (Street, city or town, stote) DATE SIGNED 
< Bilis * ne a = 
ay Bs 2 ore . Springfield State Hospital: 10/2h/57 
S62 
an 5 , 
sizes Nane(hea___EGmund Lusthaus, M.D. 
I 
E 2 
fe) 
= 


% *A nvaune 


cot eS LOG 


Darsod’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 y 
10492 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1049% 


FOR STATE Reg. Dist. No. 

HEALTH DEPT. [ace oF ofaTH 2, USUAL RESIDENCE (Where deceoied lived. If instiution: Residence before odmiston) 
es BS Carroll marviano || ° STE Maryland v.counY Balto.City 
on 2 2 B CITY OR TOWN toute ere Hm te toRAL Ye. LENGTH OF STAYIN Tb. |f” 6. CITY OR TOWN [IF outside corporate limits, write RURAL ond | give neorest town) 
BSE% | Sykesville lyr.1mo.hday Baltimore Vo) 
ce =. d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADORESS: ez e. IS RESIDENCE 
SERe ringfield State Hospital _ ‘1615 N. Pulaski Street, Zone u ves (J No 
oie nA 3 NAME OF . Fin TS ao ye are ican Doy Yeor 
= (ype or print) William ; Frederick KEISER, “ak ‘OFATH October 29, 
botes 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIEO [_]| &. DATE OF BIRTH 2 a, f IF UNDER TYEAR] IF UNC 
cmevere wivoweo [] —_—oivorceo %) September 3,1899 58 ‘ “ye. pram [Pegi (| Sows se 

s2 We. USUAL OCCUPATION A kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) . N2. CITIZEN OF WHAT COUNTRY? 

ay during "e of working lil en if retired) 

at Truck driver eas | Cheryl U.S.A. 

35 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

2 William Keiser Eligabeth(Keiser) Polheim 

2 TS. WAS DECEASED EVER IN U. §. ARMEO FORCES? |16. Cee SECURITY NO. 17. INFORMANT ‘Address rs 3 


A pencil in Nem 18. Give Pages 1, 2, and 3 to th 


be farwarded ta the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be 


rs 
8 
7. 
& 
% 
g 
£ 
x 
a 
= 
5 
3 
8 
¢ 
e 
8 
a 


he certificate, writing the ward “pendin 


Y MEDICAL EXAMINER: This certificate s! 
or its designated agent. priar to burial, cremotian, ar remaval, and in any event 


VS. AISME 
$M 2/57 


_ | ves, no, oF unknown) (11 yes, give war ar doles of tarvice) 
No ape’. as oZ7= Springfield Hospitel Records _ 
line For’(o), (b), ond (). 


1B. CAUSE OF DEATH [Enter only one co 
7 


PART |. DEATH WAS CAUSEO BY! 
IMMEDIATE CAUS! 


TTERVAL BEVWEEN 
GNSET AND DEATH— 


ind 


t 


VT xX 


OUE TO 
Conditions, if ony, which (o) 
gove rise to immediote couse __——__-. >= . os 
{o), stoting the underlying( OVE TO 
courelot. (. = 


g PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop} 19. Was AUTOPSY 

See ee PERFORMED? 
3|_Psychotic depressive reaction. oe NO 
Pe 200, EXT! [AL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
& JPRIMARYRa) or CONTRIBUTING [7 
5 | CAUSE OF OEATH, Suicide by hanging. 
3 Jace. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, at 120f. (City or town) (County) ——==S~SC«( Stove) 
Fal ‘ White Not while loctary. street. office bldg. 
2] SPSOPM™ 10/29/1957 [omen uok Hospital ‘ Sykesville Carroll Md, 

4, and in my 


ertify that | tack charge af the remains described abave, held an Autopsy [_], ek Inquiry 


death resulted a." Ca Sita [.  SuicideNZ}, Homicide [1]. Undetermined manner [[] 
CHIEF MEDICAL EXAMINER [1] ape 


4 _M.0. 
h ASSISTANT MEOICAL EXAMINER ZO 44/; 
ames T. Marsh, M.D. DEPUTY MEDICAL EXAMINE! 
RIAL, CREMATION. 2b. DATE THEREOF «| 27c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or counly) “[store) i‘ 


lo. “BU 
purtal 11-2-57 Western Cemetery Baltimore 
23. FUNERAL DIRECTOR'S SIGNATURE AOORESS 2do. REC'D BY REGISJRAR 2éb. REGISTRARS ae 
William Cook, Inc., 1217 St.Paul Street ote Lf: (| ef 5 Wii WeeZ 


The low requires that the deoth certificote be executed within 24 haurs after death: Page 4 “BS 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


8 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Ter 1Ga'99 CERTIFICATE OF DEATH wp A491 7 


JAL DIRECTOR 


‘ 


may 
TO FU 
page 


sgttte (J Mt trac, { th LL. zie. Ad Mesto fb id Male? 


moras Vy 4 Fo A ae p 


To -BURLAL_CREMAHION, [22b. DATE THEREOF | ne or eee aan 7d. on {City, town, or county) {Stote) 
Le L (Specify) “7 fe) , Rs OLY 2 
(o-l¥ st Pipdal a tof - 


¥ 23 ANE: pe 


33 
or 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where geceosed livgd. If inslitution: Retidence before adm 
fe ‘be ale of MARYLAND YY, b. COUNTY 
32 Ltt Vaults LUO) 
Bie, B. CITY OR TOWN {If outside corpgrote limits, write. | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (ff outside cogporote limits, write RURAL ond give nearest, town) 
oo RURAL ond givg’ neorest town) 
$2 VY et ley 2guy |x i > 
ge ‘3. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS . 13 RESIDENCE 
=e OR INSTITUTION 5 ‘ON A FARM? 
23 ao / ves ONO ie” 
26 3. NAME OF First Middle A Lost 4. DATE Month Doy Yeor 
s tip meee Louse - li: Sam Gaffe wi 
»o 5. SEX 6. COLOR OF RACE | 7. ie NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE [In years 
oe ‘ lost birthdoy) wih 
Ba ams bivoRCED [] 22, 1906 Ap. 51 yn. 
ae 
ea. T0o. Bu! OCCUPATION (Give kind of work done|10b. KIlD OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote oF foreign country} 12, CITIZEN OF WHAT COUNTRY? 
Sot 7 ing most of working mene if catired} Yj ! 
ae / a FOr 
Zev : 
O85 13. FATHERS NAME 14 MOTHER'S MAIDEN NA 
588 FY) t a yy, 
Bf x gd 4 
3 8 F | [3 WAS DECEASEDEVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. malik ‘Address 
al fer. 00. oF enknewn} ‘wor or dotes of service) 
2 BY vp 
Pe LL4 25- 08> OFf5- At, Voleteee 
 wEE 
pee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). Sid cd ] INTERVAL BETWEEN 
205 PART I. DEATH WAS CAUSED BY: eee Wey Or 
ose IMMEDIATE CAUSE (0), 
££ / A DUE TO 
mano 
fir Condilions, if ony, which (o) 
ZEo gove rise to immediote 
sas couse (0), soting the under. ( DUE TO 
$2ee8 tog: couse illest: re) 
5 
Se 3 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART I(e)|19. WAS oe 
LOF5 = 
E338 s de ee ee a no 
ec as = [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
geet & | OR CONTRIBUTING C] CAUSE OF DEATH 
Bees © | (IF ETHER, NOTIFY MEDICAL EXAMINER} 
zrtewc =a Py EE «as 
ages & [2c TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ie 20. (City 0+ town) (County) (Storey 
3.293 = Hat 6. as lilies,» Win Site foctory, street, office bidg., etc.) 
sig 3 ick 9 [ot work (J of work H 
> Sie EN > 
geug 21. | certify that | Attended the deceased gon SYA Plt ote WEL, t0 rw ASe aR >. 1905, /,that | lost saw the deceased 
222. 
ve 35 alive on. £0. Of Bie P in 27 qo and that death accurred at/as +3_{2M, fram the causes and on the date stated abave. 
Bese 
z ‘3 
gaze 
hee 
sae : 
o 
2 
£ 


oe SS. 24a. REC'D BY. “cist 2ab. REGISTRAR'S SIGNATURE 


wae \\ Codes CY ple aa one PAN) DeLee 


$A fvaund 


cot 9b Lob 


Dyan e 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
049 CERTIFICATE OF DEATH 


10492 7 


Reg. Dist. No. 


3 1, PLACE OF DEATH a hed pom (Where deceased lived. If institution: Residence before admission) 
= ) ie ay MARYLAND aig ih 
i d Oo O ano 
3 eal b. CITY OR TOWN (If outside corporote limits, write c. CITY ‘OR TOWN (If outside corporate limits, sari REAL ‘ond give nearest town) 
6 RURAL ond give nearest ee) 
aD. 
25 a 2 mins 
= 33 an d. NAME OF HOSPITAL (If not in hospital, give street address} a Srreer ae e. tS RESIDENCE 
=a } OR INSTITUTION f ON _A FARM? 
~N YES 
23 BD 
bie 3. NAME OF First Middl loi 4. DATE 
DeCtASD irs iddle st oe Month Doy Yeor 
(Type or print) Flora Ida Koontz veaTH §=October 16 1957 
. 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [FUNDER 1 YEAR| IF UNDER 24 HRS, 
o lost birthday) Boys Min, 
F F W widowen fj DorceD LE] | Oct. 26, 1865 Dire: 
Bo 4 USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. eerRiKce (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
s during most of working life, even if retired) 
= Housework Own Home Maryland U.S.A, 
a 4 FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
bs Valentine C. Wentz Lydia Harman 
8 nae eer vat IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO, |17. INFORMANT Address 
§ fj. 0. oF oe {if yes, give wor or dates of service) - 
z Mrs. Bertha Myers, Westminster, I Red. 
3 1. CAUSE OF DEATH [Enter only one come 85 per line for (0), (b), and (c}.] INTERVAL BET) 
a PART I, DEATH WAS CAUSED 8 , Ne 
5 IMMEDIATE. CAUSE (el 
i 5 t QUE TO 


Conditions, if any, which ) 
gove rise lo immediate 
‘couse (a), stoting the under- 


‘ansit permit. 
prior to burial, crematian, ar removal, and in any event within 72 haurs after death. 


L DIRECTOR: After this certificate has been signed by the attending physicicn and campletely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thal the death certificate be executed within 24 hours ofter death: Page 4 


lying couse lost. t 
z Past Hl, OTHER SIGNIFICANT ITI ONTRIBUTING TO DEATH BUT Ni poe TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. ee AUTOPSY 
3 3 a ERFORMED? 
3 3 atthe Z be B2Kk Ses 0 nog 
3 = [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature-etnjuryth Par TSP Port Ul of item 16.) 
2  ]OR CONTRIBUTING D) CAUSE OF DEATH ——— 
2 & |(F EITHER, NOTIFY MEDICAL EXAMINER) _ 
he 
8 & [20 TIME OF INJURY Month, ‘20d. INJURY OCCURRED PLACE OF INJURY (Home-form, 120, (City or town) (County) (State) 
g a Hour a. f. i bor chite foctory, st Tee bldg., etc.) t ee 
a = cm wv seats AG) ie ‘ i ‘ - 
o (- 
gi 21. | certify that | gftended the deceased from__.._<¢ MY ek ae pb, TOs hf ie C, 9Aa_fthot | lost saw the deceaseci 
2 
ba 3 alive on_(C74AT_ ~ 1225/7 _, ond thef deoth one at 4A ‘NOM, from the couses and on the f- stated above. 
ee 3 ADDRESS (Street, i or town, st ig DATE SIGNED 
3 ACTUAL (2, if Li Wer 
RES siGnaTURE_ [Ld (LAZK4 Ly Ye) We MD. rie CW} ike». th. ‘taf 
Eaz YG ALLEN MOUETON, M] 
ages Naar in ae WESTMINSTER, MD, 
re Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
SQ oD Ovi 1 
eo ae ma a, asant Valley Cemete Pleasant Vallley, Maryland 
e CTOR'S SIOK) 24a. Ri ae GSTRAR'S SIGNATURE 
UC Se 
VS ANS (4 
tvs \ reyn : i DATE Matas LY, B 


3A AVTuNa 


fe6T Te 100 


lg e 


ge 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death: Pa: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MN 1049 CERTIFICATE OF DEATH 


1049374 


Reg. Dist. No. 


sé 
ae ': 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 3 ‘9. COUNTY aK be 0. STATE b. COUNTY 
32 Carro UES an arro 
x) b. CITY OR TOWN {if outiide corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
$ 3 RURAL ond give neores! lawn) : 
Reed 2 in 0_y3 x ~ Rural Westmin 
2 2 d. NAME OF HOSPITAL lr not in ; hospital, give street address} d. STREET ADDRESS: e. IS RESIDENCE 
=e O OR INSTITUTION } ON A FARM? 
BS ves] NOG 
£5 3. NAME OF First Middle low 4. DATE Month Day Year 
DECEASED | 
: ype egpani) John William Lawyer bratH ~~ October @) 19 57 


Pag! 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fost ao Months Min. 


5. SEX 6. COLOR OR RACE |7. MARRIED Gq] NEVER MARRIED [] | 8. DATE OF BIRTH 
Male White widowed [) pivorceo 1] | Nov 188 
1a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 


/ during most of warking life, even if retired) 
Retired Schoolteacher 


| 13, FATHER'S NAME Va, MOTHER 'S MAIDEN NAME 
William E. Lawyer Louisa Powell 
ici =i otal ge Se aS 8 
Yes, no. oF unknown), yes, Give wor or dates of rervice) 
no 219-20-079 Mix (illiam Lawyer, Westminster, Md. 
18. CAUSE OF DEATH [Enter only one couse per line fgr (0), (b), ond {c}. INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: \ a KM iia 
IMMEDIATE CAUSE (a! 


ONSET AND DI 
7 
Yaa x DUE TO Hn. 
Conditians, if any, which 


: < ci 0) 
gove rise 10 immediate 
couse {0}, stoting the ynder ( DUE TO 
lying cause lost. © 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}| 29. hoe 


MED? 
ves] NO 
200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Part II of item 1B.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (State) 
Hour on. While Netiohile: factory, street, office bldg., etc.) | 
p.m, fot work [[] of work [J ' 


21. I certify that | attended the deceased from,________ <77= 2, WEF, to LP 3 - 19¥_Zthat | fast saw the deceased 
alive on. __ 2 =e ee SP es, WwW? _, and that as ot_6.-_2.M, fram the causes and an the date Bad abave. 


ADDRESS (Street, acer fan sigte) a et NE 
i~ 
wo. LOFT © Mere a ee 


CL Get LES. =e 


iG Sarah 7 Let fucrwsfer AG, 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


~s, 


Then please remave carbon papers. 


-transit permit. 


MEDICAL CERTIFICATION: 


ed by the hospital or attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physicion and completely 


be reta’ 


jin 


PHYSICIAN'S 
NAME (Type) 


auld be detached for use as the burial: 
the registrar priar ta burial, crematian, or remaval, and in any event within 72 haurs offer death, 


‘22a. BURIAL, CREMATION, ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY. 72d. LOCATION (City. town, or county) (Stote) 
a2 oO ps {Specity) : 
Ege No Uniontown, Maryland 
= 23, hie DIRECTOR: OD ca/, ADDRESS ry REC'D BY REGISTRAR | 24b. REGISFRAR'S SIGNATUR! y, 
AIS (4) 1 KY 
Yano) VM G chad ISS aneytown CAE Ct eet Aid ad 


WoT 


3 “A Va ung 


6s A 


. 


4 
in by the funeral director, 


and 2 should be filed with 


# 


Then please remove carbon papers. Pa 


AL DIRECTOR: After this certificate has been signed by the ottending physician ond completely 


should be detoched far use os the burial-transit permit. 
the registrar prior ta burial, crematian, or removal, and in any event within 72 hours after death. 


etained by the hospital or attending physician. 


pag 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death; Page 4 


TOF 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
D496 CERTIFICATE OF DEATH 


1, PLACE Of DEATH 2 aa eee (Where deceased lived. If is 


0 uh 94 7 yf 


x tution: Residence before odmission) 
°. b. COUNTY 
Sarroll “Maryland City 
b, CITY OR TOWN (IF Sule har limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) J 
vg nearest town = 
Sykesville 6m24 Baltimore 2h, Md voh¥ 
d. oe OF ena (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
nin nghh rat ON A FARM? 
Spe leld State Hospital 25 Cheapsid yes (] no 
3. N, First Middle tow 4. DATE Month Doy Yeor 
DECEASED OF 
(Type or print) Robert Leslie Maddox DEATH 10 18 
5. SEX 6, COLOR OR RACE |7. mARRiED L] NEVER MARRIED [] |8. DATE OF BIRTH 9%. AGE (in yoor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fo birthdoy : 
M W winowsp (JQ —stDivorceo KX] 11-28-01 ras a 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11_ BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mos} of working life, even if retired) 
welder Maryland U.S.A 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Maddox Ana Me Clellan 
15. WAS. bis Santee IN U. S. ARMED ores 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, ne. oF unknown}, give wor or dots of ser: 
es "T§S{~53 216-05-0571 §.S.Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY; 
~ IMMEDIATE CAUSE (o]__ Bronchopneun days 
x DuE TO 
Conditions, if ony, which w_Far_advanced Pulmonary T 
gove rise to immediate 
couse (0), stoting the under- ( OVE TO 
lying couse lost. ey 
5 ul DT EB) DISEASE CONDITION GIVENIIN 19. pany AUTOPSY 
6 |Chr Jerk Pi SYRUP USE OE SCH EERE He, bystein 'SypHilts 5 meningoenéephat ses S34 
3 h psycho a on ves PR No 
= | 200. ACCIDENT WAS_UNDERLYING. O 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port If of item 18.) 
ry OR CONTRIBUTING (] CAUSE OF DEATH 
© J(IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. ‘20e. PLACE OF INJURY (Home, form, T 20F. {City oF town) (County) {Stote) 
= ior ‘pane While No! while foctory. street, office bldg., etc.) | 
2 p.m.” 19 fot work [] of work i 
2). | certify that | attended the deceased from_________. hol bm, 1966._, to 10m Be... 1%7.-..that | lost saw the deceased 
alive on______- i 0-18- Pen ene 19 . , and that death occurred 08:19 __ Pm, fram the causes and an the date stated abave. 
. ADDRESS (Street, city or town, stole) DATE SIGNED 
ACTUAL oh é 
SOWA Mn ef Ln 2 TE, Soringfield. State Hospital... Lonl9n57 
PHYSICIAN'S 
NAME(yee_EGmund Lusthaus == Sycepville, Maryland. 


Zo. BURIAL He bis (22 hool EB, ‘Wc. NAME OF CEMETERY OR CREMATORY ea ALF + fown, or counly) (Stote) 


epee B KERL NATUI a7, Zao. REC'D BY BALTO- Dab, REGISFRAR'S SIGNATURE 4 
eth Es Md, bare, FUGECFL) DAE) its 


‘e We oS7 


3 "A avae 


rept 6 | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10497 CERTIFICATE OF DEATH veg, on, gO 4 9OY 


ws 


sé 
z 2 \ ounry Cree g eee eons hired inatitutlon: Residence before edmission) 
is 3 ee °. 8. b. COUNTY Z 
33 * Carroll sen tge Maryland Balto,Cit; 
a) pW) b. CITY OR TOWN (IF outside corporate limils, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outtide carporote limits, weite RURAL and give nearest town) - 
3 RURAL and give nearest town) i 
$2 Sykesville 3mos.lidays Baltimore i 
22 1k NAME OF HOSPITAL UW notin howpital, give steel eddres) a. STREET ADDRESS 1g RESIDENCE 
ae 4 ¢ Zz 
i Springfield State Hospital i212 We 37th St., Zone 11 ves ()_No &H 
£5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
. freee ian Edward Allen MILLER pe October 23, 1957 
2 5, SEX 6. COLOR OR RACE [7. MARRIED} NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE Ain Yeon IF UNDER 1 YEAR] IF UNDER 24 HRS. 
s wethdoy! Month: i ‘in, 
F Male White wiboweo EX —_—vivorceo [J October 2, 1880 ate alee eee eee 
te Te. USUAL OCCUPATION (Give kind af wark dove] 106. KIND OF BUSINESS OR INDUSTRY [T1.GIRTHPLACE (Sate oF foreign county 12, CITIZEN OF WHAT COUNTRY? 
£ , ing mpst of working life, even if ret : 
Bed Factory worker ¢otton Duck Mill | Pennsylvania UsScde ’ 
8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ee Charles Miller Susan ¥444e9+ Masenheimer 
23 1g, WAS DECEASEDEVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT ‘Addren 
y | ive, vunknown) Yn, give wor er data of rervice) " 4 . 
: e ‘Yo = 513-05-0502] Springfield Hospital Records 
ee 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c},] - URNS ont ecivie 
% PART I. DEATH WAS CAUSED BY: 2) botath, tg £0644 GY eae 
5 5) IMMEDIATE CAUSE (0 
= 47) x DUE TO 


AL DIRECTOR: After this certificate has been signed by the ottending physician ond completely 


* 


¥ 
= 
3 
ae Conditions, if ony, which rm 
Eo gove rise ta immediote 
as couse (0), stoting the ynder- DUE TO 
~>o lying couse lost. te) 
se Snstes ion, 
a & 2 z Past Hl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/ 19. peel pc 
25% § aki C.B,S, due to cerebral arteriosclerosis, plus psychosis HYPE RIF V$100\ sO Nom 
ooze = 200. ACCIDENT WAS UNDERLYING ()__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Parl | or Port jl of item 18.) 
as & | OR CONTRIBUTING E) CAUSE OF DEATH 
era & | (iF eitHeR, NOTIFY MEDICAL EXAMINER) 
Sees &% |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
8.283 a Hever Rake Kadaniie foctory, street, office bldg., etc.) ! 
a e & és pom 19 fot wark [] at work [J ' 
iS 56 
$355 21. | certify thot | ottended the deceased from_July 9, ____, 1957__, We 
i $3 alive on_ BO. at 957 and that degtp accurred ai 22M, from the causes ond on the date stated above. 
2 3 F A i} Ly )y Of HY y) 4 z mM if ; ADDRESS (Street, city or town, stote) DATE SIGNED 
gese | (sentiue Y Av mo... Springfield State Hospital 10/23/57 
c z 
243 PHYSICIAN'S F 
sz2b Name (tye) Walther H, Sonnenfeldt, M.D, Sykesville, Maryland 
£ 


‘Tc, NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specil 
Buria. Oc 6, 19 S fary's (Hampden Baltimore Md. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


te an 
Boe ; 
m y aN L DIRECTOR'S SIGNATUR y } 240. REC'D seg 2ab. REGISTRAR SSIGN ATURE 
¥S AIS (4) 5 {957 A 
Wea 978 ane nam re 2A) Mek LE baropte Aarti be hs 
ee ae 7 SZ 


3A nVaung 


£61 £2 199 
a 9 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
; - 10499 CERTIFICATE OF DEATH 1049f7 


Reg. Dist. No. 


cond 


sé 
i = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoved lived. I! institution: Residence before edmistion) 
3 °. eae °. b, COUNTY 
32 Carroll pea Maryland Montgome 
S b. CITY OR TOWN (If oultide corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limita, write RURAL and give nearest lown) Vv 
33 s URAL and pipe pores own) Ps, cine 
Ep ykesv mos, 21 dayt Silver Spring 15561 ay 
&2 2 |. NAME OF HOSPITAL (If not in hospito!, give street oddress) d. STREET ADDRESS. @. 1S RESIDENCE 
=e 7 mad ser esate ON A FARM? 
BS /5\ Springfield State Hospital 1806 Belvedere Bowlevard ves) No Oe 
£6 3. NAME OF Fiest Middle lost 4. DATE Month Ooy Yeor 
* Ayeuererial John Henry MILLER bam October 22, NOSE 
~o 3. SEX 6. COLOR OR RACE | 7. MARRIEDT=] NEVER MARRIED [.] |8. DATE OF BIRTH Riki IF UNDER V YEAR] IF UNDER 24 HRS. 
; lost birthdoy) Month 

é Male White wioowen [] pworceot] } April 27, 1865 Bae yal oe es i 

ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

AS during te of working life, even if retired) 

o3 (} 8.8. Car inspector - Virginia 0 

8 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

83 * " 

ae Henry Miller Lena Mtjter JOY 

23 15, WAS DECEASEDEVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

i 9 | fas, no. or unknown) It yes, gee wor or dota of service} o ¢ 

; No - one Spx nefield Hospital Record 

Vg 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).} INTERVAL BETWEEN. 

x PART |, DEATH WAS CAUSED BY: * * feaease CELL 

§ } IMMEDIATE CAUSE (0) Arteriosclerot Ss 

= 4 DUE TO 

Conditions, if ony, which (o) 


geve rise to immediate 

couse (0), stoting the under: ( CVETO 

lying couse lost. ( 

= B = MW. OTHER oc HeLa ote CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) | 19. Parca 
C assocewi ist.of metaboli 

Merde Ceuiph dist sot gM, growth or nutrition,with senile yes] No Et 
20a. ACCIDENT WAS UNDERLYING 1] ‘20b. DESCRIBE HOW INJURY ‘occuRRED {Enter noture of injury in Port t or Port Il of item 18.) 


OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, farm, ; 20f. (City or town} (County) (Stote} 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
19 fot work [] ot work [1] H 


20 = that attended the deceased from June 1, 1997, to October 22, 1957_,that | last saw the deceased 
alive an_Uctober 22, ae Ue Ca, ond Gre! death occurred at_. 1:25P. M, fram the causes and an the date stated above. 


Signatur H Wen HW J ee J han. PRED Street, <iny ae ie DATE ae 


PHYSICIAN'S 
NAME type Waather H, Sonnenfeldt _vkesville, Maryland 
220. BURIAL, fang een ‘2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 

ec . 

si 10/ Sy 57 . Lincoln Cemetery | Prince George ae Md. 
As) ron oAte N96 CMrnuHecs 


ling physician. 
JAL DIRECTOR: After this certificate has been signed by the attending physician ond campletel: 


* 


MEDICAL CERTIFICATION. 


hauld be detached for use os the burial-transit permit. 


etcined by the hospital ar 


3 
s 
ry 
> 
e 
6 
= 
2 
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6 
2 
é 
€ 
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5 
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TOF 


pog' 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


F Var SDrine, | Be 7 a 


3A AVTNNA 


tg 


O3arcosd 


2 
m 


= 
man 
PO 
57 

WY wal 
a - 
Si iY 


Poge 


ined for your files. 
Fate Boord of Heolth, 


if ony delay is necessary. please 


2, ond 3 ta the go director. 


File poges 1 and 2 with 1h 
eee 


or its designated ogent. prior to burial, cremotion. or removol, ond in ony event 


Item 18. Give Pages 1, 
form PM3. Poge 5 may b 
72 hours ofter death. 


in pencil § 
iner’s Office olong with 
Page 3 should be used os a burial-tronsit permit. 


oO 


he certificate, writing the ward “pending” 
be farworded to the Chief Medicol Exom' 
RAL DIRECTOR: 


£ 


TO DEPUTY MEDICAL EXAMINER: This certificote shauld be executed within 24 hours after decth. 


5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10497 
10499 MEDICAL EXAMINER’S CERTIFICATE OF DEATH eineah ~ FY 


1, PLACE OF DEATH =~ 2. USUAL RESIDENCE (Where deceased lived. If instilutian: Residence before odmitsion) 
‘. COUNTY ©. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
b. — OR rewn i Need corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporole limits, write RURAL and give neorest town) 
sage nom eed 
Rural--Westminster | 15 mo. %® Rural--Westminster, R.D. 
d. NAME OF HOSPITAL OR INSTITUTION (/f no? in hospitol, give street address) d. STREET ADDRESS . IS RESIDENCE 
ON A FARM? 
‘% - / ves) NOX] 
3. Nay $25. First Middle test A oo Month Doy Yeor 
tie or Prt JESSE EARL MORGAN mam OCT. 2, wT 
5. SEX 6. COLOR OR RACE |7. MARRIED FX NEVER MARRIED o 8. DATE OF BIRTH 9 ae {in yeor, JEUNDER 1YEAR] IF UNDER 24 HRS. 
o ; A 
male white |woowog  oworceoQ | 8-23-1887 THOR 5 a ec a as 
Me USUAL ere gel teat (Give he of wer dene} 10b. KIND. OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign cauniry) 12. CITIZEN OF WHAT COUNTRY? 
mast wal i ret iba 
Carpentérgretirea)| General Ohio Se 
13, FATHER'S NAME , G 14, MOTHER'S MAIDEN NAME : = 
Albert Morgan Fannie Stevens 
15. WAS DECEASED EVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT i ‘Address “ rs - 


Mex, 60, oF anknovn) {HF ys, give wor or dates of versica) 
no” | 20-14-4528] Mrs. Matilda Morgan, same 
18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c).} Teva ett 
PART §, DEATH WAS CAUSED BY: ‘ 
IMMEDIATE CAUSE (0) 
AA 

Uro./ DUE TO 

Condilions, if ony, which * 0} 

gove rise to immediole cause 

{0}, sloling the undertying( PUE TO 

couse lost. ‘Sag al a 
g PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 

>. al ERFORMED? 

3 ves, O No 
& [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port f or Part Hf af item 18.) 
& | PRIMARY CL) or CONTRIBUTING CO) 
§ | CAUSE OF DEATH. 
3 |20c. TIME OF INJURY Month, Day. Yeor 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, ie 108. (Cily oF town) (County) (Slate) 
a Hour. m. While Not while factory, street, office bidg., elc. 
= pom. it al work [J of work i 

21. t certify that | took charge of the remains described above, held an Autopsy [_], Inspection], Inquiry {and in my 

opinion deafh resulted from: Naturo! ae | Accident [[], Suicide [[], Homicide [], determined manner [_] 

AOA ZCLUCY af ed ma.p, CHIEF MEDICAL EXAMINER [J Cee roe 

ASSISTANT MEDICAL EXAMINER [1] ; 
Feud iV, wy. Wy H DEPUTY MEDICAL EXAMINE! / o/ aft 
(ramen James |. Naresh CF a +. gfe 

7 CREMATION, [22b. DATE THEREOF Z2c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or = ae (Slote) 


URTAL. 0=-5-195 Poplar Springs Howard Coe, Maryland ~ 
}23, FUN FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 'D BY REGISTRAR 2ab, REGISFRAR'S SIGNATURE 
C. M. Waltz, | Winfield, Maryland [RET a LL, 


AAR tog, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 104! 
(m) 10 500 CERTIFICATE OF DEATH ee (L04 Y 
WM 


1, PLACE OF DEATH 2. he att ad (Where deceased lived. If institutlon: Residence before admissién) 
°. 


a b. COUNTY 
Carroll bicblasci Maryland onteomery 


b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ondigive nearest town) 
Sykesville Pyrs.7mos Takoma Park ee 


d. NAME OF HOSPITAL (If nat in hospitol. give street oddress) a. STREET ADDRESS . 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 609 Sligo Creek Parkway ves (] No fH 
3. ble ag First Midd'e tow 4 end Month Day Yeor 
Aepeeierpein) Kate Nave MURPHY vers = October lh, 19 57 
J i Ze 5 9. AGE tl WF UNDER 1 YEAR! IF UNDER 24 HRS. 
5. SEX 6. COLOR OR RACE MARRIED [1] NEVER MARRIED o B. DATE OF BIRTH es om thoey] 4 


Female White wioweo%} —ovorceot] | August 22, 1870 7 yn. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIN} F BUSINESS ORANDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

§ agra most of working life, even if retired) 
) eacher Indiana USA. 

I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Christian Addison Nave Ella Mathers: 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. ZZ SECU ‘NO. |17. INFORMANT Address 


ae 


in by the funeral director, 
‘ond 2 should be filed with 


o 


‘agl 


T¥es, no, or unknown) {IF yes, give wor or dates of tevvics} rs 
° - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (a). (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (0 h + disea Years 


DUE TO 
Conditions, if ony, which (0) 


A ge 
gove rite to immediow | 1 1G | 
fe) 


couse (0), stoting the under. 
lying couse lost. 

Far I. OTHER ma ale INDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. WAS AUTOPSY 
C.B,S.assoc.with dist.of “me vaboli sm, growth qr tri thonawi th senile aad! 
ho eaction, Cellulitis, Je e€ 


brain disease nth nsy ves @) Of —— 


Then please remove corbon papers. P 


20a. ACCIDENT WAS UNDERLYING [J Ob. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


as ee 
20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, |. (City or town) (County) (Stote) 
Hour o. m. A Not while factory, street, office bldg.. etc.) ! 
‘ot work 1 


ober 1h, 1D7_.thot | lost saw the deceased 


M, fram the causes and an the date stated above. 
ADDRESS (Stree!, city or town, stole) DATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURT 
mvscuan’s Walther H. Sonnenfeldt,/M.D. 


(Type) 
Me 57 |e Z a edd 
t 
1 O- és Were Lire i AME, Si 
ot a he 5 5 Fe Se Bho. REC'D BY REGISTRAR _| 24b. BEGISTRAR'S SIGNATURE / 
) AA : 4 é oare-LGAS, ‘ Her Z 


AL DIRECTOR: After this certificate has been signed by the ottending physicion ond completely 


should be detoched for use os the burial-transit permit. 
the registror prior tc buriol, cremotion, or removal. and in ony event within 72 hours Sera: 


retoined by the hospital or attending physicion. 
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Then please remove corbon popers. 


the registror prior to burial, cremation, or removal, and in ony event within 72 hours after deoth. 


hould be detoched for use os the buriol-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10499 


“en ° TQERTIRICATE OF BEATH tow No. 2 _ 


4 ee pence (Where deceosed lived. If institutiam Residence befare admission) 


MARYLAND. LAND b. COUNTY 2 4 Zz Tor 
c. CITY OR oe 


c. LENGTH OF STAY IN Ib IN (If outtide corporate limits, write RURAL ond give nearest town) 


as LC Ybe?. 7 GERANIUM PLAGE 53 
fe) PHosPiTat (IF not in sia give street oddress) d. STREET ADDRESS: pad eases j 

yy : 
a LAA! ttt: April BALTo ZI MD ves (] 60 


3. NAME OF /] fies Middle tout 4. DATE 9 Day 


Year 
(Type or print) ELLA BRITTeN PIERCE DEATH WH edu Z 0S 


. 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER TYVEK] IF UNDER 24 HRS. 
(~ am , v7 lost ithdoy) Months| Doys | Hours | Min. 
wy |FAMALE wAhITEL — |wwowen—— oworceot | ¢ ofz§ JE4/ 4 fac ys. 


100. USUAL OCCUPATION (Give kind af work done! Zz KINI Pde S OR INDUSTRY | 11. BIRTHPLACE {Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of estas life, even if retired) ¥ 
TEACHER HOLLAND, NEW FE RSE ¥SA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


HEN R ae MAHALIA BRITTEN 


1. WAS DECEASED EVER‘IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address PLA ee 


(es, 9. oF uninewn) If yes, gee wor or dates of rervice) / Fad) 
Whe || eng | Sonn _b. riences (Sen) 728587 Zo_mo 


48. CAUSE OF DEATH [Enter only one cause per line far (a). (b). and (¢).] INTERVAL BETWEEN. 


- P ONSET AND DEATH 
PART f. DEATH WAS CAUSED BY: fr y r 4 
IMMEDIATE CAUSE (0 rhe titer Sa7) ie 

u DUE TO : as - 

Conditions, if ony, which hash a ea ¢h¥>7, 
gove rise ta immediate - 


couse (0), i the ynder. ( CUE “s 


lying cous (o_ ft Phe 
Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}| 19. WAS AUTOPSY 


PERFORMED? 


wey yes] nol) 


Ze. ACCIDENT SRT O_ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Port It of item 18.) 
‘OR CONTRIBUTING LC] CAUSE OF DEATH 
(1F EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (State) 
Hour a. m. While Netiwhile: factory, tireet, affice bldg., etc.| 1 a 
pm. vw jot work [7] ot work (7) 


21. | certify that | Peg deceased from... CFEAa..... W957, ETM Eis, 19SEZ (thet tari sawithe deceared 
alive an_ pe ity 84, 19s _M, fram the causes and an the date stated above. 


: fe ADDRESS (Street, city of town, state) “Wa DATE SIGNED 
ACTUAL Hsbesatllt.A ; 7 
we Anaad a 274H57 


PHYSICIAN'S 
NAME UType)_/7- (9 LAA Ahh, JE 
a. tala CE TION, | 22b. DATE ya Tic. NAME OF CB 'Y OR 72d. LOCATION 4 = ‘or county) {Sjote) 
yr Ss ZA 7 
D2 O- hd- Dtttd ct TLLk Lhe POPE Sti 
A “ 24a, REC'D BY py ys YAW As: ARS: JONIL, 
Zt La DATE (0-25 - 2h Hatt 


MEDICAL CERTIFICATION. 


~ SA nvaund 


Waco 


in 24 haurs ofter death. Poge 4 
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icote be execuled wi 
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ind 2 should by 


L DIRECTOR: After this certificote has been signed by the ottending physicion and completely 
uid be detoched for use os the burio!-transit permit. Then please remove carbon papers. Pog: 
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NAO a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 fs 0 ( 
CERTIFICATE OF DEATH _ 10st 


Reg. Dist. No. 


1. PLACE he gaia 2 boa ‘sSadPest bes (Where deceased lived. If institution: Residence before admission) 


UI b. COUNTY 
I Pie 2. MARYLAND LAD CARROLL 
b. pains ARIAS (if Raa Stas limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
jive nearest town] 
WEST I) K OURS. UMSTEL 


d. ae UHR (If not in hospital, give street address) a Ce ADDRESS e. iS estes 
B29 & MAIN ST. 229 EMA ST a aes 


First Middle lost 4, DATE Month Doy Year 


a 

fem AVNIE  VOLETTA QLINN {tem OCT. LTH 9S 
5. SEX 6 COLOR OR RACE | 7. MARRIED ZANEVER MARRIED [-] 8. DATE OF BIRTH 9%. AGE {la xeon iF UNDER 1 YEAR] IF UNDER 24 Hes. 
FESVILE | WATE \woown Q pvorceo ] |A4O7T KAW OLA SSE”. ns ese Taree Se 


10a. USUAL OCCUPATION (Give kind of work me KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


{Auring most of working life, even if retis LARRO y Z Lo. md, 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


ae LOM EL? DALLA ANNIE PING 


Le was DECEASED ir INU. S. ARMED FORCES? IAL SECURITY NO. Wh INFORMANT Addi 
2 pie t tabled ST. 
Li Lh, Fa 


1B. CAUSE OF DEATH [Enter only one couse per li INTERVAL BETWEEN 
: ONSEJ-AND DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


Conditions, if any, which 
gove rise to immediote 
catse (0), sloting the under- 
lying couse lost. 


Pant Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUZING TO DEATH BUT OT RELATED TO THE TERMINAL SER CONDITION GIVEN IN PART 1(0)|}?. WAS AUTOPSY 


PERFORMED? 
20a. ACCIDENT SA eee ate Oo 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


yes] not] 
SF nn Svan I -anrr-rrepeer reeeeraneeeee 
20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED —_/20e. PLACE OF INJURY [Home, form, | 20F, (City oF town) (County) (Store) 
Hour a.m, While Not while foctory, street, office bidg., etc. uH 
p.m. 9 fot work [] ot work [J a 


21. | certify that | gftended the oe from. AA 4 Ave., 19. Tie CZ 19227 tha liters the decearsd 


alive on. Qe-e7 on Rye and that death occurred ad 2J-M, fram the coyses and an the date stated above. 


z 2 DATE SIGNED 
ACTUAL ae 
SIGNATURI SALA E OO : ganeies 


PHYSICIAN'S 
NAME (Type! 


Ro. fate CREATONS 22c. NAME OF CEMETERY OR-CREMRTORY Z2d. LOCATION (City. town, or county) (Stote) 
Gpecity 2 
My va LEX TIAL 0. (VES TIM/NS TER. Lig 


2) rao DIRECTORS SIGNATURE < 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ylHNowwr Lula 


MEDICAL CERTIFICATION, 


WIV 
LV adlic 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | (JO()] 
CERTIFICATE OF DEATH 


ome 


Bel” ca 05 Reg. Dist. No. 
s Ff = fa 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If insfitutioy Residence before odmisfon) 4 
co te °. 8. b. COUNTY \ 
ee es | Carrol] ee Maryland Frederick 
= By B. CITY OR TOWN (If outside corporote fimits, write |e LENGTH OF STAY IN ¥b | ©. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 5 RURAL ond give neorest town) al RDH6 : 
~ 32 Sykesville Sinee 6-18-34 Frederick~ Rur: / 
= 98 J. NAME OF HOSPITAL [If not in hospitel, give street oddress) J. STREET ADDRESS . 1S RESIDENCE 
6 — OR INSTITUTION ON A FARM? 
Sie Sas pringfield ate Hospita Meadow Road yes] no 
° cf 7 
£ oe 3. NAME OF First Middle Lost 4. DATE Month Do; Yeor 
DECEASED OF . 
a . {Type or print) ALLEN BENIDIC T RAY | OEATH October 15 19 57 
€ 
ze exe $. SEX 6. COLOR OR RACE [7. MARRIED L] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors TF UNDER 24 HRS. 
5 3° Z 6 lott mpncor) Min. 
2 ee Male White |wirowoQ olvorcen 9-29-69 yn. ie BS) 
ae 

Ss € a: 100, USUAL OCCUPATION {Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 © es during most of working life. even if retired) 
8 Be abore AEA. Maryland U.S.A, 
3 : 8 $ 13, FATHER'S NAME Ta MOTHER'S MAIDEN NAME 
Be tne Samuel Ra Fannie Lease 
2s 33 1S, WAS DECEASED EVER IN U, 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
5 85 | Bier no, or votnowny U1 yes, give wor or dates of service} : > 
eng aC? Q aie il Springfield State Hospital Records. 
3 = 4 4 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] Daten sit Leal) 
* 245 PART |. DEATH WAS CAUSED BY. ‘ 3 i 
ae IMMEDIATE Cause o) __Arteriosclerotic Heart Disease Years 
i RS . 
3 fe? DUE TO 
= Ber Conditions, if any. which o__Bronchopnewmonia, right. 3_days 
$ 3 E 5 gave rite to immedionw | 1, 
- Si : 
Se ECS couse (0), stoting the under- 
ie 6° 20 lying couse lost. 1) 7 () | 
6 ot. Raat AA } 
B ‘2 $ 5 2 ra Par Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/ 19. ion egg 
SZ0Fg = . 
£38 3 3S Alcoholic Psychosis, Acute Hallucinosis. ves No 
eeuEe © J 200. ACCIDENT WAS UNDERLYING C]__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part il of item 18.) 
z§ee° & | or CONTRIBUTING C] CAUSE OF DEATH 
Zeses & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
Zssss & 20c TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
~5.° ed Fat Hour 9. m. While Not while foctory, streel, office bldg., ete.) ! 
z32 fe = p.m. 19 Jot work [J of work 1 

+ 60S 
- 3 a 21. | certify that | attended the deceased from.___. 6-1 Bese S., 19.35., to___10=15. ——— : 19.57..,that | last sow the deceased 
282 9° ; 
of a $3 alive an_____. AOnTS es and that death occurred atl2202PM, fram the causes and an the date stated above. 
E 263 fs x ADORESS (Street, city or town, stole) DATE SIGNED 
<5G 07 ACTUAL Nuh " 10-16-4 
Pere i j | [senators ‘ uo. Springfield State Hospital 

£az 
2258 PHYSICIAN'S 
Bozzi Nawetyes__Martin Gross, M.D. = Sykesville, Maryland 
35 P To. BURIAL ELE OR 7b. DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY Zd. LOCATION [Cily, town, or county) (Stote) 

re speci 
ae Burial Octe18,1957_| Mount Olivet Cemetery Frederick, Maryland 
aS 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘Yao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

ators M. R. Etchison & Son, Frederick, Maryland on 40-657 |Z ela 


SCA fivaana 


JT 100 


iS ace 


in by the funeral directar, 
ind 2 shauld be filed with 


lead 


f 


Then please remave carban papers. Pag: 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 
-transit permit. 


ould be detached far use as the burial 
the registear prior ta burial, crematian, ar remaval, and in any event within 72 hours after death, 


‘atained by the haspital ar attending physician. 


& 


re 


be 


JOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


may 


TO FU 
page 
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2h 
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MARYLAND STATE DEPARTMEN! a EALTH—BALTIMORE, 18 1 () 5 () } Ve 
] 0 5 03 CERTIFICATE OF DEATH Reg. Dist. No. L$ 


4 Hitt RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. 
ARYLA p b. COUNTY 
c. CITY OR TOWN a outside Preah limits, write RURAL and give nearest idsznd 


BERLEENV SRF 


e. 1S RESIDENCE 


J) 1. PLACE OF DEATH 


a. COUNT = aR ROLL, yy 


b. CITY OR TOWN if anos corporate limits, write | ¢, LENGTH OF STAY IN 1b 


RURAL and give neorest town) 
o 


‘a 
/ L d. nisi oe re (If not in hospitol, give street oddress) d. STREET ee 
9 ms e! ‘ON A FARM? 
‘9| Ss PRIVNGEIELD STATE =" = Bhan 


yes [] NO E] 
Aa. First Middle 4. aoe Month Doy Yeor 
(Type or print) ™ A R J RK y JES Sata Oc hs. 195° 


S. SEX F 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors UNDER 24 HES. 


pivorceo [] ULy-17, WIS 3 ehen ae | Min. 


h 
1) Oa. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


= 


during mest of working life, even if retired) iy fs A 
é ‘ 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
CHARLES DOMES FMA SHEPHERD 
1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
es, 70, oF unknown it ‘wor oF dotes of vere = 
ol BP ee ian eoeccercs oom 3 ere i RECOCRDB AT SPRINGFIELD Sit 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (¢).] INTERVAL BETWEEN, 
PART |, DEATH WAS CAUSED BY: a 
"IMMEDIATE CAUSE wmCARO 0-RESPIAAT ORY IW SMF I cece Hoveys 
2 . DUE TO 
onditions, if ony, which mANTE RIS CLEROT I ¢ CARDIOVASC LU, VEARS 
gove rise to immediate 
co¥ie (0), stoting the under. ¢ DUE TO OF SE ASE 
lying couse last. {¢ 
‘iS Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN EN PART I(a)| 19. PegroRMep? 
Jie E 
ANS rae yes BY NOC] 
& | 200 ACCIDENT WAS UNDERLYING [| 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port or Parti of item 16) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
& {ir citiees NOTIFY MEDICAL EXAMINER) 
2 
&G ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, a {City or town) (County) (Stole) 
6 Hour a.m, While Not wie foctoty, street, office bldg., etc.) 
= p.m. Jat work [J at work 
21. | certify thot | ottended the deceosed ed YR lous 2, wid 19.5. fthot | last saw the deceosed 
olive on__. A. ae 2.67, ond that rad i ie ot a2, fice the couses and on the date stoted obove. 
‘Aboness (Street, city oF town, stote) DATE SIGNED 
ACTUAL 
| fete Z SE ee Mb belt a 
{ 


| jamaraa Ze Ad Si pi rtiad SOUWWMEL by YH? Spee 5 ltyleupel Bikey hp hie. 


72a. BURIAL, CREMAT rea : Tes ION, | 22b. DATE THEREOF] 22c. NAME DATE THEREOF 2c. NAME OF CEMETER MMETERY OR € OR REMATORY 7 Trad. lOCATION (Ci LOCATION (anyatewpereomn town, or county) (Stote) 
i 
je Cold Spri New Jersey 


‘Pda, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


aed is 
onter 17-5] erbbee Het ores 
? Berga 


‘A Nvazung 


is6l e2 190 


DS acaoctl s 


MARYLAND. STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10 504 CERTIFICATE OF DEATH 


end 


3 F M a: Be igi 2. Saag ead (Where deceosed lived, If institution: Residence before odmission) 
3 5 °. b. COUNTY E 
a & Carroll ble Maryland Washington 
x 3g b. CITY OR TOWN (IF outside corporole limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limils, wrile RURAL ond give nearest lown} Vv 
3 RURAL ond give neores! town} ia 
Sey Rural. = Sykesville gince 9-22-36 Hagerstown 2/0 
43 13 e, d. NAME OF HOSPITAL (If not in hospilol, give streel oddress) d. STREET ADDRESS: @. 1S RESIDENCE 
=e / 5 OR TST! ON A FARM? 
ae Sp efield ate Hosp 137 McComas Yes (] NOS] 
ce 
a 3. NAME OF Fi Middl 4. DATE 
DECEASED ist iddle tost bes Month Doy Yeor 
(iypeonpent) Caspe - REICHERT pest October 8 1957 
>So 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR| iF UNDER 24 H85, 
.* lost birthdoy) le 
= 4 WIDOWED Ei olvorced unknown T7 2? ys. - - 
e¢ 
& ae — Mo. USUAL OCCUPATION. (Gi kind of work done} 10b. KIND OF BUSINESS OR, INDUSTRY |11. BIRTHPLACE (Stote or foreign country} V2. CITIZEN OF WHAT COUNTRY? 
Ses Ve during most of working life, even if retired} ah 
Be nknown =<) unknown nited States 
a 3 er 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
68s 
8 ¢ unknown nknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. 1A CURITY NO. |17, INFORMANT Add 

2 a RO oF unknown) ar ge ‘wor or dates ot rervice) parca eran: be Sykesville, Md. 

g nin = unknown Records of Springfield Sta i 

g 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c)-] Paar a 

a ‘ 3 é 

§ PART |. DEATH MisiAteoncse ol ALberics clerotic heart disease 

é “ DUE TO 

Condilions, if ony, which « _Bronchopneumonia, left lung 


© immediote 
couse (o}, stoting the under- DUE TO 
tying couse lo (¢ 


gove rise 


a 
ACTUAL p % 
SIGNATUR! 


Springfield Sta 19/29/57 


lospital_ 


}AL DIRECTOR: After this certificote has been signed by the attending phy: 


€ 
3 
Bk 
c 3 
Suc 
we 3'e z Patt Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
RAS ¢ = 
£33 =| Tabo Paresis La. ves NO] 
= g 
De = 200. ACCIDENT WAS UNDERLYING [) |] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port I of item 18.) 
333 duis eS 
SLs to] i oat 
Sis 
s 4 Fe tn tril a a 
358 & [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f, (City or town) (County) {(Stote) 
5.8 6 Hebe. Som, While NGL SHE. foctory, street, office bldg., etc.) ! 
See = p.m. jot ot work a H = 
eae 
eS 21, I certify that | attended the deceased fram. Sant: ,1------.. . W947, to Oeb...28.---.. , 19. 57.that | last saw the deceased 
3 iB 4 
s . 
a % alive on. Och, 28 qeby 2 and that death accurred ot 821 6.PM, ae the causes and an the date stated abave. 
= 3 ADDRESS (Street, city or lown, stote} DATE SIGNED 
7) a) 
n-J 8 
£62 
6Os 
eae 


HOSPITAL OR ATTENDING PHYSICIAN: The low requires thal the death certificote be executed within 24 hours ofter death: Page 4 


the registrar priar to buriol, cremation, ar removal, and in any event within 72 hours 


PHYSICIAN'S = 
= NAME (Type) he MARGOLIN O... Sykesvidje, Meryland. 
=z Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county) (Stote) 
att Rest Haven “agerstown Md. 
i \ 23. SYNERAL AN. $ SIGNATURE ADDRESS ‘2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Yew) ALA SAUL a_i gr AKG nd bate £07 ld Wed LHL: LCA 


A fvaung 


aro . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10505 CERTIFICATE OF DEATH 


om 


2 
ae ) 


(10 SQ), 


Reg. Dist. No. 


ei 2g 
o 3 “= Vs aa 2 Seatac (Where deceased lived. If institution: Residence before admission) 

o 8 ©. COU! °. oF eOaNT 

* £2 Carroll Maryland Soo Balto,.City 
£3 3 b. CITY OR TOWN (If ouhide corporate limits, write] ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 

g 6 RURAL and oe ee! town) 

3S §z Sykesvi 8mos.10 days Baltimore J 

2 2 = i d. py apd Gidlecl les {If not in hospital, give street oddress) d. STREET ADDRESS e BAGS 
. =" 4 & 

Baty 0) pr’ ingfield State Hospital 2513 N. Charles Street yes C] NOTE 
2 £5 3. NAME OF First Middle low 4. DATE Month Day Yeor 

z . 3 {Type oF pein) Irma Lee Wimbrow RICHARDSON | csam October 9, 1957 
“ 

|. (sx $. SEX 6. COLOR OR RACE [7. MARRIEDIC] NEVER MARRIED [7] |B: OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR IF UNDER 24 HRS. 
£ = log birthdoy) [Month: 

¥ cf é = Female White wivoweo [] ovorceo] | June 6, 1890 i velo ae Cale es 
$ & Bg ‘Fide. usUAL OC CUPETION (aie kind - Sam sere 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
2 £ ing most of,warking life. even if retire 

a8 ¢ | HousestFe tle Maryland U.S.A, 

zg - 3 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

gobs Stansburg Wimbrow Martha Godfrey 

= S ¢ 3 15. WAS DECEASEO EVER IN U. 5. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

= oy § (ex, no, ef unknown) Uf yar, give wor or dates af service) 

SRS No No 218-03-5364B| Springfield Hospital Records 

3 g Gd 18. CAUSE OF DEATH [Enter only one couse per line for {o), (b), ond (€).] INTERVAL BETWEEN 
- zihiy PART t. DEATH WAS CAUSED BY: 

35 i ‘ Wass chussoay lung abscess: “Unimown 

3 =e H / OUE TO 

= 32> Conditions, if ony, which a Carcinoma of lung pending microscopic Unknown 
s RES gove rite to immediote findings: 

2 igikes couse (0), stoting the under- ( CUETO | 

ia eee lying couse lost. (¢) 

@ $6 2 Zz Pi MW OTHER: Oni Thal TO DEATH BYT NOT RELATEO TO,THE ry i “psy IN GIVEN IN PART 1 Ww sie AUTOPSY 
bese 3 S10. BS. 786 ere. ate ARES Oscierosis Wi S¥CROUES {en 9. SERFORMED? 
gages = reaction, - Rheumatic heart disease. SE) No [J 
3 os 2 5 © [700. ACCIDENT WAS UNDERLYING L]__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port I of item 18.) 
ee cs. & | OR CONTRIBUTING D) CAUSE OF DEATH 
a5xe° © 4 (IF EITHER, NOTIFY MEDICAL EXAMINER) 

Zstss & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, form, | 20f, (City or town) {County) {(Stote) 

5.805 = Gur eso While tat anit foctory, street, office bldg., etc.) ! 

Ear 5 z lot work [1] of work CJ H 

Z g235 21. | certify that | attended the deceased from January 295, 19. 5T., October. 9s... 1957..that | last saw the deceased 

3% = 35 olive on_October 9, 5 j--,-» ond that deoth occurred at 10 30%, from the couses ond on the date stated above. 

= =6 3 5 DATE SIGNED 

<a x AL 

Bz ge By] [seaAron -19/10/57.. 
faze 

x e223 S (ut Walther H, Sonnenfeldt, > Sy’ 

> = AQVAL (Speci ae si ‘ 
ae a FY WLS, lila Ye ELA 
- & NERAL O1RECTO RI 24a, REC'D BY REGISTRAR a Reapers ae RAR'S: Ny oa ae 

Li / Yl, y 
VAIS) gah, one H2-7 SAC. MICE 


"a Awan 
S| & Ay: Qe 


L661 PT 19 


OSars 119 qq 


. Page 4 should be 
cond) 


If any deloy is mecessory, please exe 


d to the Chief Medical Exominer's Office atong 


cute uhe certificote, writing the word ‘pending’ in pencil in Item 18. 
‘AL DIRECTOR: Poge 3 should be used os 0 buriol 


of removol. 


for, 


TOF 


€ 
3 
3 
s 
6 
5 
3 
= 
= 
a 
oJ 
= 
3 
2 
= 

> 
& 
x 
3 
2 
re) 
2 
> 
ms 
ad 
wt 
& 

S 

$ 
= 
= 
€ 
S 
og 
Zz 
3 
a 
2 
< 
2 
a 
if 
= 
> 
= 
2 
fry 
a 
° 
hd 


VS. AISME(5) 
5M 9/35 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10505 
10506 MEDICAL EXAMINER'S CERTIFICATE OF DEATH wie: ‘ ¢ 


2. USUAL RESIDENCE (Where deceared lived. If institutian: Residence before admission) 


Carroll osmaTE Maryland + COUN Frederick 
Vb. bell ae TOWN Ne ‘outside corporate limit, write RURAL ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If autside corporate limits, write RURAL ond give neorest town) \/ 
Syke sville’ lyr .dmo.10days: Middletown 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospitol, give street address) d. STREET ADDRESS. «. = RODEN 


Springfield State Hospital RFD #2 ves CJ No fy 


2. NAME OF First Middle Lost 4, DATE Manth Doy Yeor 


(ye cee Alta Kate Gardner RIDENOUR bum — October 15 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [.]] 6. DATE OF otRTH * rea” HEUNDER LEAR, IF UNDER 24 HRS. 
~ 2 
Female White —|wioowengy —_oworclof]) | January 20, 1886 TL mn. ek Ngee : 


10a. USUAL OCCUPATIOT of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
oyred nye “peg. tetired) 

ss't, Maryland USehe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

George C. Gardner Amanda Bidle 
15. WAS. Sees EVER IN U.S. ARMED FORCES? (16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
es gear ee . 

° Springfield Hospital Records 


18. CAUSE OF DEATH oe ‘only one cause per line far (0), (b), and (c).) INTERVAL BETWEEN 
PART 1, DEATH WAS CAUSED R | 
HuMeDIATE CAUSE fo) Rh 
44/0 X oveto = aortic stenosis. 


Conditions, if ony, which w 
gave cise ta immediate cause 
(a), staling the underlying( CUETO 
cause last. es 
068-8" OTIER SIGNIFICANT CONDITIONS. CONTRISUTING J0 DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITIONSGIVEN IN PART Wo}]19. WAS AUTOPSY 
°3 


. ane circ. ebral arteriosclerosis, wi ORMED?, 
DS a on c mm no [1] 
200. —— a the WAS 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture af injury in Port tar Port II of item 1B.) 
PRIMARY [1 ar CONTRIBUTING C) 
CAUSE OF DEATH. None 


20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form 20K. (City or town) {Caunty) (tote) 


Hour a.m. White Not while foctory, street, office bldg,, etc. 
= prem. - Ld ‘at work ‘at work - H - - - 


21. V certify that | took charge of the remains described above, held an Autopsy PX], Inspection FX], Inquiry [Sand find that 
death resuly4d from: Natural causes [], Accidept [], Suicide [], Homicide [], Undetermined cause []. 


MEDICAL CERTIFICATION, 


actual EDL se cp, CHIEF MEDICAL EXAMINER bs is hs 
ASSISTANT MEDICAL EXAMINER [7] 
Namtgye dames T, Marsh, M.D, DEPUTY MEDICAL EXAMINER §J 10/15/57 


‘Za. | Bylae Sigweitgh 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) {State) 
purtr” | 10/18/19 Lutheran Cemeter 


23. FUNERAL Oi SIGNATURE "ADDRESS pe BY REGISTRAR FS ONATURE 
Geant te", wsaaretown, Na.» PoGMMEN CS, wanstom, ma, OO Si et Cee, cra 


(#) 


by the funeral director, 
d 2 should be filed with 


DIRECTOR: After this certificate has been signed by the attending physician and campletely fil 
Then please remave carbon papers. Page’ 


uid be detached far use as the burial-transit permit. 


be getained by the hospital or attending physicion. 


Ld 


page 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after deo: 


may 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs ofter death. Page 4 
TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 105 6 wie 6 
10507 CERTIFICATE OF DEATH 


Reg. Dist. No. < oS 


1, PLACE OF DEATH za pt pad 3 (Where deceased lived. If institution: Residence before odmission} 
Carroll MARYLAND ete Ma. b.coury Carroll 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest town) 
RURAL and = nearest town) 
Finkabur (S 
a. RHE OF Hosea (If nat in hospital. give street address) d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
es tminster Road | Westminster ‘need ves [] NO 
3. NAME OF Fint Middle Lost 4, DATE Month Yeor 
DECEASED OF 
(Type or print) Mary Virginia Rook tan Octe26, 1957" 19 


13. 


VR cae a Seek IN U.S. tla) lnehie kas 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
No a None Emory D.Rook,Finksburg,Md. 


Zz 
9 
= 
< 
M3 
& 
& 
Fr 
Vv 
3 
3 
fr 
= 


5. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [] | © DATE OF BIRTH 9. AGE (in yeors [EUNDER LYEARTIF UNDER 21 HIS. 
et 1] Month: 
.| Female White |wooweg  ovoreot])| March 5,1876 fh eg ey ee lea Min. 


10a, USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, if retired} 
Housewife Penna. U.S. 
FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Paul Rook Sarah Ritter 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c}-] 


PART OATHS cousin ey = Conenany Ocelusion 


DUE TO 


INTERVAL BETWEEN 
ont 6m AND tae 


Conditions, if ony, which 
gove rise to immediote 


couse {a}, stating the under ( SUE TO 


lying couse lost. a 
Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vfo) |19. Ra A 21h 
Hemiplegia e yess] note 
200, ACCIDENT WAS_UNDERLYING icy) 206. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port tar Part Il af item 16.) 
OR CONTRIBUTING OJ CAUSE OF DEATI 
(IF EITHER, NOTIFY MEDICAL FROMINES) none 
oc. HME OF INJURY Month, “Dey, Yeor [20d INJURY OCCURRED [20e. PLACE OF INIURY (Home, Form, 120%. (City or town) (County) (State) 
Hour op. While Nei while. ctary, street, office bidg., etc.) 
p.m NO lot work [] ot work [Fh H none 
21. | certify thot | ottended the deceased ee = 1 W2eewny 102 LO 26 5,A9.___..that | last sow the deceased 
olive on___ 10-22-57, 12_______, ond thot deoth occurred at 10.210), from the couses and on the dote stoted abave. 
ms : ADDRESS (Street, city or lown, stote) DATE SIGNED 
ACTUAL YF DP ea 
GE PA 2 MeThpwowereBg, -  e. 10-28-57 
NAME type) Reisterstown, Ma, 


j_ [NA Up e) ___—t, — — e e_ _ soeeees nna aoe ee ee ee ee 


[720. BURIAL, CREMATION, | 220. DATE THEREOF ‘| 22 Siero ‘Wb. DATE THEREOF 2c. IIAME OF QEMSTERY OR CREMATORY Zd. LOCATION (City, town, of counly) (Stote) 
BASIE” | Oct .29/57 | United Brethern Cem. |Myersville,Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2ho. REC'D BY REGISTRAR | 24b. Nan, $ ee 


J.F.Eline & Sons,Reisterstown,Md. vars (Th) -AG-ST : 


ot, Sy Pt 


thin Fe TA 
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by the funeral director, 
ind 2 shauld be fited with 


Pag: 
feath. 


. Then pleose remove corbon popers. 


page’ 
the registrar priar to burial, cremation, or removal, and in any event within 72 hours 


1 05 O8 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 
ZF Ttem 3: G 222 10/28/57 L CERTIFICATE OF DEATH coat at 


1. [i PLACE OF pea” (7 OF DEATH CITA Ce 2 OaTe: 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before exdmisibn) 
Of) Q fy VV b. old af ‘ 
?) 


b. CITY OR TOWN iF outside corporote 7” write © a OR TOWN (IF outside corporote Timits, ite RURAL ond give nearest town) 


Dice aceay ei SSY KES Ville 


d. NAME ‘OF HOSPITAL (if not in hospitat, give street address) Ht, d. STREET ADDRESS e. tS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


ESVI CLE Ml so soo 


Fint i tost 4. DATE Month Day Yeor 


(Type oF print) H MARY AVA) i DEATH Octeber iG 95? 


cs ay 6 COLOR OR RACE |7. ManrieD[] NEVER MARRIED [J] | @. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours] Min. 
wipowen fy“ _vivorcep [] - 9 yes. 


100. Eg OCCUPATION {Give kind of work done| 10b. KINO OF BUSINESS OR INDUSTRY nT. SiRTRYIAGE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working o ea if retired) VS . } 
rt 0 Ew [10 An Agios. i 


Me yan Ss Be 14, MOTHER'S. MAIDEN NAME 


— VN KaAoDwel 


I on = Haber U.S. pig reas 16. “Weds SECURITY NO. |17. ee be. Address 
es on rm ntvensane y 
Bi ate, OSPITHE REEDS 


18. CAUSE OF DEATH [Enter only one couse per line 2 (©). (b),pnd (€)-) INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: y y ¥ Y 7 SE ND DEATH 
IMMEDIATE CAUSE (0) i y 7‘ 


C DUE TO 


Conditions, if ony, which 
gove rise to immediote 
cote (o}, stoting the uader- 
lying couse lost. 


Pagt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) |19. WAS AUTOPSY 


PERFORMED? |, 
ves] N 
20a. ACCIDENT WAS UNDERLYING O, 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tf of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEA) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
sass 
20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote) 
Hour 9. m. While Not yi foctory, street, office bldg., etc.| y 
pom. 19 Jot work [] ot T] 


21. | certify that,| attended the deceased fram.___+ ~@ a W222, “that | last saw the deceased 


alive on CZ @ WS. fan, and that death ore oso, | a the causes and an the date stated above. 
t t ADDRESS (Street. city or town, state) DATE SIGNED 


feel ale Mtopeslel aati, 
| (ass Badtcel Se-ccctbe Laks , Sabha bee lial, 
| 720. BURIAL, CREM “Sc Rene a ATION, |b. DATE THEREOF) ] 22-. NAMPOF CEMETERY FOF CEMETERY 72d. AG Py (ci county) Se/ 
70-97-57 — oo ip 
R 'S SIGNAT: ato. REC'D BY REGISTRAR | 24b7 REGIS aS SENATE 
Set ea Pinwato- 7-57 |B Greateg aoe 


MEDICAL CERTIFICATION 


BCA NvzUng 


u 


OS araaU 


that the death certificate be executed within 24 haurs offer death: Page 4 


quires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


med 


in by the funerol direc) 
and 2 should be filed’with “\ 


6 


Then please remove carbon popers. Pa 


signed by the ottending physician and completely 


AL DIRECTOR: After this certificote has bee 


should be detached for use os the buriol-tronsit permit. 
the registror prior to buriol, cremation, or remaval. ond in ony event within 72 hours ofter deoth. 


e retained by the hospital or attending physician. 


i 


moy 
TOF 


pa 


VS AIS (4) 
15M 9/55 


omy 


( 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10508 
10503 CERTIFICATE OF DEATH 


Reg. Dist. No. 
—= 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission} 
2 COUNTY Gayro]] marviano || ° STE Maryland b.county Baltimorg City. 
b. oe new (lf outside haha limits, write cc. LENGTH OF STAY IN Ib cc. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) ww 
URAL ond give neorest town 
Sykesville 20 yrs. limon’ ths Baltimore j 
da. pes eee eagle {If not in hospital, give street address} d. STREET ADDRESS « bee ger 5 
"Springfield State Hospital, 1709 NWolfe st. YET Noy 
3 
3 payed First Middle lost 4. aa Month rid Yeor 
oee pin Frank Christian Schmitt DEATH Oc$eber i De 
5. SEX 6. COLOR OR RACE |7. MARRIED [XJ NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER J YEAR|IF UNDER 24 HRS. 
Athans Dion 
Male winoweo [] ovorceo [November 20-1882 Wi Al wee ee ee 
We. USUAL OCCUPATION (Give kind af work dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) 
Meat Cutter Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John A.Schmitt Mary Young 
15. WAS DECEASEDEVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]|17. (NFORMANT Address 
(Yes. po. oF unknown {it yes, give wor ot dares of rervicel 
lo | Hospital records. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c}-} eT eo Oea, 
s 


LF : 
rv arts Ste, Bronchopnetnonia 


UG] x not overoArteriosclorosis Heart Disease 


Conditions, if ony, which (by 
EAE or woting he ones ¢ CUETO Generalized Arteriosclerosis 
lying couse lost, ‘ 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/ 19. Sra ranpe, 
Epilepsy without psychosis YS T) NO) 


200. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
OR CONTRIBUTING EO) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY tHome, far 
Hour 6. m. While Not while foctory. street, affice bldg. 
p.m. 19 [ot work [ot work 


20. (City oF tawn) (County) {State} 


) 


MEDICAL CERTIFICATION 


[ADDRESS (Street, city or town, stote) DATE siGweD 


Bale _ Springfield State Hospital, 10=27=57 


72d. LOCATION (City, town, or county) (Stote) 


Cy imorem Nhe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10510 CERTIFICATE OF DEATH 


10509 


Reg. Dis?. No. 


8 = Cue ee 2. bg fasagissel (Where deceased lived. If institution: Residence before admission) 
32 Carroll MARYLAND Maryland BICOUNT by 

z 8 b. CITY at Ue (it ee Supers limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If ouhide corporote limits, write RURAL ond give nearest town) v 
ae Sykesviite yim 2ha Baltimore 16,Md. Vol. 

2 2 / 2 a. ayeeece eds (If not in hospitol, give street oddress) | d. STREET ADDRESS. cn bth faved 
BS Springfield State Hospital 3010 Littleton Road ve NOG 
£6 3. NAME OF Firat Middle low 4. DATE Month Yeor 
2 os Willian seinobost| a id 1h) «ace 
=e 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] |8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
S M W wipoweo DIVORCED 5 12=2-72 § aed fics Deg 2 agai “ay 
E Wo. ie ea Wie Tener | 1b. KI ee 5; (bee OR INDUSTRY 111. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
ae barber"? New York U.Sehe 

5 13. FATHER'S NAME Leg 14, MOTHER'S MAIDEN NAME 

§ Michael Schoenrock Mary Volhart&t 


He was peg alas IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fr no or NOwn} (i? yes. doles of servi 
> fp vo. bev ole ohm of ewes aad. S.S. Hospital Records 


Then please remove carbon popers. 


LA 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b}. ond (c)-] INTERVAL BETWEEN. 
PART 1. DEATH was causep ay. Bilateral Bronchopneumonia OnE ect 
IMMEDIATE CAUSE (o! 
a?! 
Conditions, if any, which w_Arteriosclerotic cardiovascular disease _years 


gove rise 10 immediote 
cavse (0), stoting the under- 
lying cou: te) 


Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0){19.. he Paws 
Senile Psychosis-Agitated depressed Type wes Not 


200. ACCIDENT WAS_UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


DUE TO 


ar attending physician. 
JAL DIRECTOR: After this certificote has been signed by the attending physi 


hauld be detached for use as the burial-transit permit. 
the registrar prior ta burial, cremation, or removal, and in any event within 72 anes 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F (City or town} (County) (Storey 
Hour 0. m, While Not while foctory, street, office bldg., etc.) | 
Pm. 19 fot wark [} ot work [J { 


at pe 


alive on__. 


ACTUAL 
SIGNATUR 


PHYSICIAN'S 


‘tained by the haspi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death, Page 4 


ez NAME (Type)_E, Lusthau: Sykesville, Meal ede ata ware. & ae 
~ pect mae 

ee & { Cis 2 L > <5 AE. La iS a Ig BEM PF de 
= 


VS ANS (4) 


15M 9/55 ¥ ee 


Jpea. Rec'0 oF REGISTRAR Py REGISTRAR'S SIGNATURE 
thie d GF, oate /- Lee- 5I\ 2 te heer) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


M 10511 CERTIFICATE OF DEATH ve oA MOLY YX 


1 


sé 
3 3 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before admission) 
° 9. STA’ b. COUNTY 

ee MARYLAND 

% e rra Maryland Ca¥ #62) 

. b. CITY OR TOWN (If outside corporote limits, write «. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neares! town) 

5 3 RURAL ond give nearest town) i 

52 ville months 26 days Bild dy Baltimore 3 Wo / 4 

28 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
= i 4 ‘OR INSTITUTION ON A FARM? 
ze formerly of: 108 Ams Ave. ves [J] NO 
23 ing: p n 0 
25 3. NAME OF First Middle tost 4. DATE Month Doy © Year 
2 (Type or print) Sheckells |" 10- 26 19 57 

oO 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [XX | 8. DATE OF BIRTH 9. AGE [In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
= ; lost birthdoy) [Months] Doys | Hours] Min, 
ry widowed [7] oivorceD (] May. 22, t 1880 7 yt. 
ra . [1W00. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘ I during most of working life, even if retired) 
nurs ye aryland U.S.A. 
13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 


ckelis Jane Minifee 


na r 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. i INFORMANT 


(Yes no. oF unknown) {11 yen, geva wor oF dotes of tervice) : 
Hrs, Lillian Penn: 


no unin 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).} 


INTERVAL BETWEEN 
ONSET ANO DEATH 


Then please remove carbon papers. 


the registrar priar to burial, cremolian, ar removal, and in any event within 72 haurs after, 


ined by the altending physician and campletely 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)__Chronie Cholecystitis months 
x < OuE TO 
Conditions, if ony, which (by 
dove 


couse (0), stoting the undes- DUE TO 
Uiipcovsele e 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) | 19. Weuioey 
BS _assoc,with cerebral arteriosclerosis with psych,reactions vts [J] No 


e to immediote | 


20a, ACCIDENT. Neeeereont Q 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
Hour 9. m. WuiTS >  tasta@ila factory, street, office bidg., etc) | 
p.m. 19 ot work [CJ ot work [J t 


MEDICAL CERTIFICATION, 


After this certificate has been 


PHYSICIAN'S 


NAME (Type) dmmd_Lusthaus kem vilte, Maryland. 2. es 2 


72a, BURIAL, CREMATION, | 2b. OATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) (Stote} 
REMOVAL (Specify) 
Buria 0/30 O p em Balto Md 


23. FUNERAL DIRECTOR'S SIGNATURE AP Bavoress Mb. ae AIGNATURE 
V5 AIS 4 WM. J. TICKNER & SONS — Balto. 17, Md. cate (BSG /F . Ma A £4; 


should be detached far use os the burial-transit permit. 


AL DIRECTOR 


¢ retained by the hospital ar attending physician. 


moy 


TOF 


pas 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execuled within 24 haurs after death: Page 4 


oll 


in by the funeral director, 
‘ond 2 shauld be filed ‘with 


i. 


Pe 


cian and completely f 


Then please remove carbon popers. 


the registror prior to buriol, cremotion, or remaval, ond in any event within 72 haurs after death. 


or attending physician. 
AL DIRECTOR: After this certificate hos been signed by the attending physi 


‘should be detached for use os the burial-tronsit permit. 


retained by the hospi 


may 
TOF 


par 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
(054% CERTIFICATE OF DEATH 105 05 if ny 


Reg. Dist. No. 
1, PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
0. COUNTY nina 0. § b. COUNTY 
Carrol) aryland rede 
b. CITY OR TOWN {If outside corporote fimits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give ase town) 
RURAL ond give nearest town) 
Oyr's . 3mos ys Libertytown 


J. NAME OF HOSPITAL rT not in hospital. give street oddress) 
OR INSTITUTION 


d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 
Hosp Zz Yes [] NO f 


3. NAME OF First Middle lost [" DATE Month Yeor 


Doy 
(an Anna Mariah SMITH brats = October =, 957 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED CF 8. DATE OF BIRTH 9 = geo 1F UNDER | YEAR} IF UNDER 24 HRS. 
esbithdon) [a 
Female White wipowep [J ovorceo (J |November 19,1862 ih alseet Main: 


Wo. USUAL OCCUPATION (Give kind of work done} t0b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most o working life, even if retired} 
“Yon - Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown Unknown 
‘5. WAS Peer ree IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. 117. INFORMANT Address 
(es np. or unknown) It yes, gree wor oF dotae of rervice) 
¥ ais - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one covse per line for {o}, (b). ond (c}-] INTERVAL BETWEEN, 
PART !. DEATH WAS CAUSED BY: 
TMANEDIATE cause fo) Uremia me week plus 
: DUE TO 
Conditions, if ony, which Hypertensive cardiovascular disease Years 
Qove rise to immediote 
couse (0}, stoting the under. ( OUETO 
lying couse lost. (c 
Zz I. OTHER Sit hos a eae CONTRIBUTING DEAT! ton ELATED TO T! RMIN, ISEAS| eee jor ‘ong IN PART 1{0}/19. WAS AUTOPSY 
2) senile psyche impte deteric m in a schizophre of Lon: PERFORMED? 
3 i, ves] No ( 
rs 20a. ACCIDENT WAS. 7 seand! 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Ke OR CONTRIBUTING 1] CAUSE OF DEATH 
© [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [0c TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) {County} (Stote) 
6 Hour o.m. While Nat’white foctory, street, office bldg., etc.) 
= p.m. lot work [} of work [J ' 
21. | certify that | attended the deceased fram. July _l, 1950, rctober h, 1997_.,that ( last saw the deceased 


alive an M, fram the causes and on the date stated abave. 


i 5 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ee ATTN Springfield State Hospital ___10/h/57. 


es Walther H. SonnenfeZdt, M.D. Sykesville, Maryland 


ie, A [etd A we) a ee te a ets c4 ti 
EMOVAL 
oss 12 “a-s? CLEA Wes ak 
WTA Dp Zh) ao. REC'D BY,REGISTRAR | 240. erg oo R'S SIGNATURE 
| Wamtstg Luar D EY Leh hives, Mhhke ore [i v7 ve ree 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 =} (JD 12 

0513 CERTIFICATE OF DEATH a Ea 
1 ee we” cas Birerig! peeence (Where deceared pets Cee Residence before odmission) 
Carroll panes Maryland seen’ _Anne Arundel 


b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give naorast town) - 
Henryton 187 days Annapolis or 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS = @. tS RESIDENCE 
= OR INSTITUTION by ON A FARM? 
¥ , Henryton State Hospital RFD. 2, Box 380 yes (] NOK) 


3. NAME OF Fint Middl Lost 4, DATE 
NAME OF ira iddle ox Da Month Day Yeor 


in by the funeral director, 
ind 2 shauld be fil 


ar 


= Riyrgorieren, Louis Stepney, Jrd P”™ ~~ Octobe O 1957 
e 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE I oor If UNDER 1 YEAR] IF UNDER 24 HRS. 
ast binhdoy satu 
/_™|__ Hale Negro _|woowogg —ovorceoO] | January 1, 1868 89m. 
ae 


Pd 
a 100. Nene ee npliar (! ind - tne | VO0b. KIND OF BUSINESS OR INDUSTRY 111. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
Ee jing most of working lite, even if ret 
. Ks Waterman A. A. Cow, Maryland US, 
3 3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Oo 
¢ Louis Stepne Janie Allen 
2 * WAS pene U.S. ARMED Lied 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

Meer eareeeh | TWh, Gos'vctciar al are 
x no Louis Stepney, Jr. - Patient 
g 18. CAUSE OF DEATH [Enter ‘only ane couse per line far (a), (b). ond (c).] Peay hal sd 
a 4 A . : 
§ PART |. DEATH MEDIATE Cast io Cardiovascular insufficiency 
= YAc&l DUE TO 

Conditions, if ony, which General Arterio-sclerosis , 


walla 
Gove rie 10 immediote (1 


couse (0), stating the under- 
tying couse lost. «Prostatic Hypertrophy 
Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. Peeeean | 


yes(] not] 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port 4 or Port II of item 18.) 
OR CONTRIBUTING [ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while. factory, street, office bldg., etc.) 
p.m. 19 Jot work () of work (J ‘ 


21. | certify that I ottended the deceased from ADYL1 265 ___, 1957, to Uctober 30, 1957. that | last sow the deceased 
alive on. October 30, _ 
, ; 


MEDICAL CERTIFICATION 


. 


_, and that death occurred otLOz30Am, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Y; J 
ACTUAL OF, 11) Bot7, f 
SIGNATURI 


tintives Edgars M. Maculans, HM. D.; Supt. 


JAL DIRECTOR: After this certificate has been signed by the attending physician ond camplet, 


hauld be detached for use as the burial-transit permit. 
the registrar prior ta burial, crematian, ar removal, and in any event within 72 hours oft 


etained by the haspital or attending physician. 


ry 
Cf 


pag 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low cequires that the death certificate be executed within 24 haurs after death: Page 4 


TO Fi 


2ab. REC ISTRAR'S SIGNATUR! 


PELE js ONS 


24a. REC'D BY REGISTRAR 


vate LO- 


123. kup a “lip * RESET O og 
ate Ade ee i 


_ EA hvaans 


re 100 


Zoot we 
OS arz09 


amt 


in by the funeral director. 
and 2 should be filed with 


* 


Pagt 


Then please remave carbon papers. 


the registrar prior to burial, cremation. or remaval, ond in ony event within 72 hours ofter-death. 


or attending physician. 
\L DIRECTOR: After this certificate has been signed by the attending physician and completely 


mauld be detached far use os the burial-transit permit. 


etained by the haspital ar 


+ 


moy 


TO FU 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haurs after death: Page 4 
pagel 


VS AIS (4) 
1SM 9/SS 


pa 


7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10514 CERTIFICATE OF DEATH 


10513 


Reg. Dist. No. 
1 ane a oN eek (Where deceased lived. If institution: Residence before admission) 
be b. COUNTY 
Carroll itd ti arvien 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
Sykesville lim, 19 4 Baltimo 8 /- 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
: 06 East 32nd Sires ves E] No 
3. paged First Middle Lost 4. oe Month ve 
(Type-oripritt) Helen Rea Tolson OEATH October ef 19 57 


5. SEX 6. COLOR OR RACE [7. manRieO[] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost bicthday) Months} Doys | Hours] Min. 
F W WIDOWED] oivorceo [] Unk 702 
10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND GF SUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of mee life, even if retired) opt 
H 9 Maryland USA 
13. FATHER'S AME 14, MOTHER'S MAIDEN NAME 
William Rea Anne E. - 
Be WAS Oe INU, S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fer, no, oF unknown) (HE yes, give wor ar dates of rervice) - 2 " 
No - Lasse Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (9), (b), ond ().) ISTERvAL BETWEEN 
PART I, DEATH WAS CAUSED BY: ; fj 4, rea Oullar C ‘ e Op ’ ONSEN Draare wy 
IMMEDIATE CAUSE (0) SAL AT vad 1 “A 
as , 
33) DUE TO y ’ f < Mn ove. 7é 
eomeainierictt wag-whith oy LALA las OL? ALE 9 ay 
gove rise to immediate | CX) / = / ; : 
co¥se (a), stoting the ynder- LEA 
lying couse lost. c KAALAOND 9_ C NA ¥ KL ys 


Part Il. OTHER SIGNIFICANT CONDITION 4 CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. eel CL 
CBS assoc with circe dist. with cerebral arteriosclerosis, with psycho-| ws nog 


20a. ACCIDENT WAS UNDERLYING [J ‘20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port [ or Port tl of item 18.) ic reaction 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20F. (City or lown) (County) (State) 
Hour o. m. While Not white factory, street, office bldg. ea) 
pm, 19 ot work [J of work 


21. I certify that | attended the deceased from._ er_25, 1926, to 15, 19.57. that | last saw the deceased 
alive on_October 21, ____, jaeve 2 and that death occurred at 6 5 3M, from the causes and on the “ tated above. J 


MEDICAL CERTIFICATION 


C) f < AQDRESS (Sireet, city or to ih 
a 4 
Senarue YL re, A \i4n q P23 es Be 2 imo 
- " 
Rises he, i ZS, 
NAME (Type) | [NAME (Type)_/ tA! AAA PA PALME ASA. ATO y=? YY 


|Z. BURIAL, CREMATION, | 22. DATE THEREOF __| 22. N aa 7 wy ‘wg Ta HAM OF CEMETERLOR-ERE Vee 5a tagger pptiano eaal (Gaytown, or county! 

CLIC 
24a. REC'D BY REGISTRAR | 24b. jew ae Je 
oate 42 - 2/4 EZ Rf nit 


3 A Avaung 


O1oY 


L001 VS 190 s 
PA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0) 5 1 4 
105%5 CERTIFICATE OF DEATH 


ADORESS (Street, city or tawn, stote) DATE SIGNED 


10-26-57 


ACTUAL 
SIGNATUR! 


tetained by the hospi 


PHYSICIAN'S 
£ NAME (Type), ons Sykesville OO TALRG os) ed 
EY ‘720, BURIAL, aaah ‘Zab. oy TS AME y 'METERY OR CREMATORY 22d. LO Be [City town, or county) (State) 
sor (85 pynt 70 y (pb 
Ee! rap Bed va babys Balt] 


~ : Reg. Dist. No. 
% 3 $ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insitution: Residence before admission) 
ce as > b, COUNTY 
“58 Carroll MARYLAND © Maryland City 
= 3 3 B. CITY OR TOWN If ovtide corporote limits. write Tc. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outide corporote limits, write RURAL ond give nearest town) | 
3 ond giv a town) 
3 ED Kkesvi hy 8 m 28 ad |} Baltimore 5, Md. ; ' 
~ $3 v 
2 #2 NAME Spee {lf not in hospitol, give street oddress) d. STREET ADORESS + IS RESIDENCE 
5 £5 
Bieta Springfield State Hospital 51h Rose Street veo) Nod 
6 «ce 
an etl 3. NAME OF First Middle lost 4. DATE Month Y Year, 
DECEASED OF 
S £ (Type or print) Margaret Oversider Val Court Slam 26° igo 
<« Val 
= >e . SEX 4, COLOR OR RACE [7: MARRIED] NEVER MARRIED [-] |®. DATE OF eIAT 9 AGE (In yeor (Rea) ect iF UNDER 24 HES. 
= 7. 1 Mi Mii 
ae } F W wipowen xy pivorceo [] 9-25- 67 sees Fi Bg e. 
a 
2 €&; 1WOa. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
o 9Os during most of working life, even if retired] 
3 88s ) Maryland U.S.A. 
E pes ! ousewife . 
ae 23 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Sie REEEEIX 
epee Oversider ae 
Pe £8 3 16. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
= & at. 90, oF unknown} {It yan, give wor er dates of service} 
i gk 0] no te no 8.S.Hopsital Records 
et 
eS 2G 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c) INTERVAL BETWEEN 
o Ss z fo) DEATH 
brea: ran |. DeaTHH was causto ey: Arteriosclerotic heart disease Pes 
£ r , . 
= ££ : 4 ) DUE To 
= 32> anuelensaleatiy. eh u 
8 3 Eo gove rise to immediate DUE TO 
ae HEARRE couse (0), stating the under- 
a) under. 
eee 4 
os) Ce lying couse last. fe) 
at ee ee Res 
33 85° Fs Part It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[a)/19. WAS AUTOPSY 
Bes = 5 Q ian lati PERFORMED? 
— fb ag i= 
ease g Chr. brain syndr.assoc.with cerebr.arterioscler.with dist.of circulation | {fi D NOCE 
Fo vs H a 2e, ACCIDENT WAS UNDERLYING qo. DESCRIBE HOW INIURY OCCURRED. {Enter noture of injury in Part | or Port Il of item 1B.) 
Bets EOF DEATH 
Ze 825 © (IF EITHER, NOTIFY MEDICAL EXAMINER! 
< =. ) 
2 Ses & ]20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
25.2 8.5 3 Hour 0. m, While Notwhile foctory, street, office bldg., etc.) ! 
=—2°> E g p.m. 19 fat work [J ot work [J H 
TSS 
2 ss a 21. | certify that | attended the deceased from,______ Oct. 20—, 19. Sh, to___._._Oet uke 7 .that | last saw the deceased 
g2233 O=26~ 5 
8 e $3 Clive :onisa: a sie eeres = 5. e * - . and that death occurred ol0630 Ay, fram the causes and an the date stated above. 
& 
ELORo 
4560 ~ 
oe 28 
Orava 
es 3 
£2233 
a & 
ra 2 
= 2 
° = 
& 


TO FU 


precron aes 


A 
YS AIS (4) Poy 
Yeu bes) I fi LEU LOvig YANO 


ADDRESS / ; 5 SIGNATU} 


G 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 0 5 1 5 
0516 CERTIFICATE OF DEATH SEP 


2. er iit (Where deceosed lived. If institution: Residence before admission) 


°. STi b. COUNTY 
‘Land Montgome 
c. CITY OR TOWN {IF outside corporote limits, write RURAL and give neares! town) ] 


Silver Spring 1B 


d. STREET ADDRESS ma @. IS RESIDENCE 
‘ON A FARM? 
1509 Forest Glen Road ves J No Gt 


= 


“ 
= 1, PLACE OF DEATH 
z 


. COUNTY 
* CONN Carroll MARYLAND 
b. CITY OR TOWN (If outside corporate limits, write 1c. LENGTH OF STAY IN Ib 


RURAL ond give nearest town) 
Sykes € 7 days 


a. NAME OF HOSPITAL {If not in hospitol, give sree! oddress) 


pe 


in by the funeral director, 


and 2 should 


, cremation, ar removal, and in any ev: ax 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b). ond {e).] Soe ape 


R INSTITUTION 
/ S| Springtled state Hospital 
3. DeceaseD First Middle Lost 4, io Month Doy Yeor 
: (Type or print) Frederick Stewart | VERMILLION | oem October 2h, 1957 
; Male White wivowenX] —sivorceo June 29, 1873 " Ys Min, 
g 675 101 ual 
ae Wo. USUAL OCCUPATION {Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
85 during most of king life, even if retired) 
os /\Garage employee - Wash.,D.C. U.S.A. 
8 £ 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
& Unkn 
own. Unknown 
ge 
8 3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
& 2 _ | fre. “i unknown} Ut yes, give wor or dates ot service) 
bas ) ° - - Springfield Hospital Records 
“3 
& 
& 
= 


PART | OATH AS An Cust jo.___ Bronchopneumonia el AN 
HOIXK Bene d _ Day: 
v ecgeModh ition, stash w__ Generalized arteriosclerosis: Years 
ise to i diol 
couse (0) ait a eee DUE TO 
lying co: at. to. 


AME! OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO,DEATH QUT NOT RELATED T: TERMINAL QISEASE CONDITION GIVEN IN PART I(0) 119. WAS AUTOPSY 
C.B.S.assoc.with cerebral arteriosclerosis with psychotic reactione eee 
eS 


200. ACCIDENT eae hae o ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por! 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{If EITHER, NOTIFY MEDICAL EXAMINER) 


— eS eee 
20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work [J ot work [J i 


21. | certify that I attended the deceased from October 17, , 1957. to_ October 2h,, 195.7_.,thot | lost saw the deceased 


MEDICAL CERTIFICATION. 


L DIRECTOR: After this certificote has been signed by the attending physician and completely 


etained by the hospital ar ottending physician. 
™ should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death, Poge & 


‘ alive on Uctober 2h, ee ‘ 1900 te ond that death accurred at 2200P yy, from the causes and on the date stated abave. 
4 4 ADORESS (Street, city or town, stote) DATE SIGNED. 
8 oy} |fetiton wo. Springfield State Hospital ____ 10/2/57 
: / 
$225 Name ttyes “Agustin delCampo, M.D. _ Sykesville, Maryland 
2 ? Wo. BURIAL. CREMATION, Zab. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
rr 9 BaYLay” | 10/28/57 Fort Lincoln Colmar Manor Meryland. 
= KX Cd 
Ms 
Vs A15 (4) x 
15M 9/55. 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS th ‘ 240. REED BY REGISTRAR ‘ab. "n'a sig 
GEER, FuvFeal Home 3h0s_ iv *TOGE 28 1957| CH Lehr 
WN 4 Pa LI 


5A nvaund 


set 8S 100 


3 Warsoll 


ool 


MARYLAND ar DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1516 
Item 9 FilmG Jolb 


054 CERTIFICATE OF DEATH Pa. 


st 
2 = iF nae a DEATH ae or ing (Where deceased lived. If institution: Residence before admission) 
8 3. ° 
$2 Carroll MARYLAND Maryland ® COUNTY Baltimore 
=] 4 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest town} 
8 J RURAL ond give neorest town} rs 298s 
e2 Lyx ylmo, 22dys Baltimore 28 
2 2 - . d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
=e 15 OR INSTITUTION % P ON A FARM? 
BS 7 springfield State Hospital 5743 Edmondson Avenue ves] No & 
Pa 3. NAME OF Fit Middle Lot 4. DATE Month Day Yeor 
a (ype or print) Amanda Melvina Voyce October 22 57 
se 5. SEX 6. COLOR OR RACE 7. MARRIED] NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE (In eB RLF mt 24 HRS. 
day’ aera Mi 
¢ W wivowenfQ ——soovorceo] |May 2, 1870 ae i. tees aga ys ee in 
& 10a. ae OCCUPATION (Give kind of work donej10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
¢ | during most of working life, even if relired) 
« Housewife - Maryland USA 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
Se mee Joseph Roberts Unk. 
é { He WAS DECEASEDEVER IN U.S. ARMED. FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& ho. oF unknown}, (UF yes, give war or dates of service) z ie 
= ° No = = Springfield hospital records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: ONSET Ape. DEATH 
§ IMMEDIATE CAUSE (o} 
é F DUE TO 


Conditions, if ony, which 

dove rise to immediote 

coute (o}, sloling the under. ( OVE TO 

lying couse lost. (). 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o] 9. WAS AUTOPSY 


CBS_ ass d ne Ss ° 
CBS Ss oc with ee tabo isn, owtn or nutrition, with wen NOC] 


200. ACCIDENT WAS_UNDERLYING [1] Ob. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. se While Not wie faclory, street, office bldg.. etc.) i 
Pm. jot work [[] of work H 


21. | certify that | attended the deceased a: 6... diene. 19.5Z.,that t last saw the deceased 
olive on._October 21, 12.57. 3 e ord 
} - : For 19 {DATp SiG 


Q 
Site Axo Bott ALA) 


moms Uno bette Wom 


MEDICAL CERTIFICATION 


tal ar attending physician. 
\L DIRECTOR: After this certificate has been signed by the attending physician and completely 


pil 
|, crematian, ar remaval, and in any event within 72 hours after death. 


hauld be detached far use as the burial-tronsit permit. 


etained by the hos 


ed 


the registrar priar ta burial, 
~ 


Ze. BURIAL, CREMATION, | 220. OATE THEREOF Zc NAME OF CEMETERY OR CREAATORY a 7d. LOCATION (City, town, or county SY (Stete) 
al Deo Cong. Veen Ad 

es . 23. FUNERAL DIRECTOR'S inv” 4g. REC'D BY REGISTRAR: 2ab. REGISTRAR'S SIGNATURE 
une 0 Ta | NT Se oe 


iS 


page 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


Fr 
= 
x 


SK nvaane 
eat C74 48 i , 
s 


Darnell 


ad 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1051 
0518 CERTIFICATE OF DEATH aban ’ 4 4 


Ww Tea ae - 2. Aree Hacetl ales (Where deceased lived. If institution: Residence before odmission) 
Ee b. COUNTY Lat 
errell MARYLAND ary law ee TU MH bk 


é-4 


b. CITY OR TOWN (If outside corporate limits, write | ¢. oy OF STAY IN 1b c. CITY OR TOYA IF = porote limits, write RURAL ond give nearest town) 
RYR Dyeies ge Bees eae - 
Bere Baltinore ay : 


d. “ae in HOSPITAL (it not in hospitol, give street Lass d. STREET ADDRESS “|e. 1S RESIDENCE 
ARM? 


OR INSTITUTION . 
ony o LTS 2 a & || 31) Grandview Ave. ves] nop. 


3. NAME OF Fi fl jt 4. DATE 
haee oF inst 43 le Lost jonth 


Yeor 
OF 
(Type oF print) -/ENKw 73. RIERS DEATH Be Bes ued 19.5 7 
3. SEX 6 COLOF OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
a au tos} bicthdoy) [Months] Days | Hours] Min. 
‘E> \wirowe Pf, ovorceo) |\ fre. / 4 Z| | ae pa] oe 
100. yvae Be stlithe hes kind fe work done} 10b. KIND OF PW aor INDUSTRY | 11, BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
q Pp ife, eyén if retirgts 
a7 > pea dp Hd A, gale? WesA = GLI) & LS Ax 
A SOE ALE 
Cor L ihe WVib ions 
15, WAS OECEASED EVEPN U. S. ae FORCES? |16. Ee <n NO. [17 Warman ‘Address 
5 | ete ec untnonn) (pe, iv mor det of teri) , 
ho LA hy: uae ool ee 
18, CAUSE CF DEATH [Enter only one couse per line fo; Yond (6h) INTERVAL BETWEEN 
AND DEATH 
PART I. DEATH WAS CAUSED BY: ys "4 a 
IMMEDIATE CAUSE (0! 6@arc) mes 


a it ony, which 7. o Ch Bs ties [ar] ile. Des 


gove rise lo immediote 
cose (0). stoting the under. ( CUE TO 
lying couse lost. {c 


Pant Il, OTHER SIGNIFICANT nities 7 CONTRIBUTING TO_ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. fc 
+ oe, 


a 2 153° CASE ves] noPy 
ACCIDENT WAZ UNDERYING E}—]20b. DESCRIBE HOW INJURY OCCURRED. (Enter notore of inuty in Port | or Por lof item 18) 


200, A 
OR CONTRIBUTINGrEa-GAUSE OF DEATH ——— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) | <7 


20c. TIME OF INJURY Month, ae ats Year } 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 120. (City of town) (County) (State) 
Hour o. m. While wea wii pete aia wire —— adr 
p.m. lot work-f pot work ~~- \ if 


21. | certify. thot J ottended the deceased from D2e el... WIK, tLtehed 20. FZ that | last saw the deceased 
alive on(4 aber! £7 \ wb Z and that death occurred a£4i0. M, from the causes and on the date stated above. 


p) DRESS Street, city or lown, sot) DATE SIGNED 
ACTUAL E o S! 
SIGNATUR BO A ] pA Of _ Mp, 
f 
Reh fh Liew LD __bbypstesD. Llerila pele 
|22c. BURIAL CREMATION, | 226, DATE THEREOF | 2c. NAME OF CEMETERY OR CREMATORY 7 | 2d. LOCATION (Cily, town, or county) (Stote) 
REMO iY tee 
urial en more Md 


23. FUNERAL aera ADDRESS ‘Qdo. REC'D 8 Real TRAR | 24> -REGISTRAP! SOverye 


WM. J. TICKNER & SONS - Balto. 17, Mde ee Pe WE dee one (679WI | lw AAA ds 


by the funeral director 
ind 2 shauld be filed with 


in 


(i 


Pag 


Then please remove corban papers. 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 haurs aft; 


MEDICAL CERTIFICATION, 
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jauld be detached for use os the burial-transit permit. 
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Page : 3 


ened for yaur files. 
loard of Health, 
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if any delay is necessary, please 


ttem 18. Give Pages 1, 2, ond 3 ta the funeral director. 


"s Office alang with form PM3. Page 5 moy be 
72 hours after dea! 


bang 


File pages 1 ond 2 with thi 


‘ansit permit. 


in 


|) Examiner 


jical 


he certificote, writing the word “‘pending™ in pencil 
be farwarded to the Chief Medi 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 810518 


10519 MEDICAL EXAMINER’S CERTIFICATE OF DEATH fg Meo 


4 Mea we Lgl 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before ‘odmission) 


ee ‘ he arelll| SIRE b, COUNTY 
Cpe QR TOWN 0 ound cere tn, wie RURAL ©. LENGTH OF STAY IN Tb : jens, wei gi 


CO 


d. NAME OF Lag OR INSTITUTION (If not in hospital, give street oddress) @. IS RESIDENCE 
ON A FARM? 
[ves [] No x 


. NAME OF 
DECEASED 
(Type or print) 


First 4. DATE 


Bex RVEE 


Month 


“IF UNDE! 
Hours 


we TYEAR 
Months ee 


2 — af 
6. COLOR OR RACE | 7” MARRIED [] NEVER MARRIE 8. DATE OF BIRTH 


Say wiboweo Dh... 1VORCED F- 10 g OS 


of work done] 10b. KIND OFE BUSINESS OR INDUSTRY \" BIRTHPLACE (Stote or foreign © ies 


iz. ce OF WHAT COUNTRY? 
ERLET MEAT Co| BALTIMORE, MD. 


U.S, A, : 
14, MOTHER'S MAIDEN NAME 


SUSANNA GRESS. 


9. AGE (in yeon 
tout, i ile 


n/ 


0a, USUAL OCCUPATION 
yi Ps most of working 


13. FATHER'S NAME 


BERNARD WIENHozLod 


17. INFORMANT Addrew 


CATHERINE HUH 1308S, BAYLIS ST, 


15. WAS DECEASED EVER IN U, S. ARMED sen SOCIAL SECURITY NO. 


(er no, or unknown) | {it yor, give wor oF dotes of service) 


18. CAUSE OF DEATH [Enter only one couse per lin 


PART I. DEATH WAS CAUSED 8Y; 
IMMEDIATE CAUSE (0) 


DUE TO 

(b) 

DUE TO 

© ae = 

PART 11, OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO DE TO DEATH | BUTI NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART vel ie was AUTOPSY 
RFORMI 


MED? 
yes—} NO 


(0), (0), ond ©.) 


YAG./ 
Conditions, if ony, which 
Gove rise to immediote couse 
(0), soting the und: 9 
couse lost, - 


200. EXTERNAL CAUSE WAS 
PRIMARY () or CONTRIBUTING C] 
CAUSE OF DEATH. 


‘Month, Doy, Yeor 


20c. TIME OF INJURY (County) 


20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, (20. (City of town) 
Hour 6. m. H 


While rears factory, street, office bldg., etc.) 
ot work [] of work LJ i 
21. I certify that | took chorge of the remains described above, held on Autopsy [_], Inspection Ww. Inquiry [5]. and in my 


resulted from: Natural causes ye Accident [], Suicide [J], Homicide (J, Undetermined manner (J 


“(Stote) 
w 


MEDICAL CERTIFICATION 


DATE SIGNED 


/ LATS 


CHIEF MEDICAL EXAMINER oO 
ASSISTANT MEDICAL EXAMINER 
DEPUTY MEDICAL EXAMINE! 


7d. LOC, 


(Stote) 


-S7, RED HEART OFM, 


901s: C0 Con MH LIN GST. | orn Lidl 
a, Oe, 


re 


24a. vid. D By, REGISTRAR 
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c) 


in by the funeral director, 
ond 2 should be filed with 


*e 


Par 


Then please remove carbon 


or ottending physician. 
is certificate hos been signed by the attending physician ond completely 


etoined by the hospit 
AL DIRECTOR: After 


° 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
10520 CERTIFICATE OF DEATH whl 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmilstion) 
‘STATE b. COUNTY 


oe" Maryland Cit 


o. CO ey 
‘Carroll 
c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


b. CITY OR TOWN {If outside corporote timits, write | ¢, LENGTH OF STAY IN Ib 
RURAL ond give neorest town) 
Sykesville 1m 20 days Baltimore 13, Md. 


d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS: : « A RESIDENCE 
OR INSTITUTION a ON A FARM? 
Springfield State Hospital 1522 E, Preston Street. | ys no 


1, PLACE OF DEATH 


3 pera First Middle lost 4. i Month Doy Yeor 
(Type oF prin!) Orange Dillon Wolfe DEATH 10 


5, SEX 6. COLOR OR RACE [7. MARRIED [Af NEVER MARRIED [7] |®. DATE OF BIRTH 9. AGE (in yoo iF UNDER 1 YEAR] IF UNDER 24 HRS. 
jos! birthdoy ae 
M W wiooweo [} pvorceo} | 3ul1=76 81 yn. ee" ais 


100. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during most of working life, even if retired) 

Preacher Ohio U.S.A, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Thomas Wolfe Elizabeth Eley 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
T¥es, no or unknown) It pea, give wor or dotes of service) 
unk unkn S.S. Hospital Records 
18, CAUSE OF DEATH [Enter only one couse per tine for (a), (b). ond te).] INTERVAL BETWEEN 


ONSET AND DEATH 


___ PART DEATH Mebiatt- cause fo __AKteriosclerotic cardiovascular disease ears 
Y Sa DUE TO 


Conditions, if ony, which ) 
gove rise to immediate 
couse (0), stoting the under. ( DUE TO 


lyi 1g couse lost. (c) 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lg AS AIS 


hr, brain syndr, assoc. with cerebral arterioscler. with psyeh. reaction sO som 


200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING LT] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
Hour 0. m. eke oe 9 ote foctory, street, office bldg., ete.) ? 
p.m. 19 Jot work [1] ot work FJ ' 
21. | certify that | attended the deceased fram________ B15 1957., to 10m Se. , 1957_..that | last saw the deceased 


alive on. Lo=eS=57_-_.____, 19,....--_, and that death occurred atQ.2.15_.AM, fram the causes and an the date stated abave. 
pa Se ADDRESS (Street, city or town, stote) DATE SIGNED 
Steed ee nef Lect wo, Springfield State Hospital... 10=5=57 


PHYSICIAN'S. 
NAME (Type| 


N20. FEMOVACIES It 2b. DATE TH 2c, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county) (Stote) 
ci , 
B a. i O-8— Meadowridge Memorial Cemetery kridge, Md. 


MEDICAL CERTIFICATION, 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
t) William Cook, Inc., 1217 St.Paul S,reet pat 7-3-5 ) Fle 7, 
Xe 


3 "A nvmuna 


S JO0 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10521 CERTIFICATE OF DEATH 


om 


1052 


Reg. Dist. No. 


ce . 
3 3 v. ee. 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 

& a. °. b. COUNTY 

53 Carroll MARYLAND Maryland 3 Garrett 

B re b. CITY OR TOWN {If outside corporote limits, write {c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) Vv 
ry RURAL and give nearest town) w 
52 Sykesville 1Omos.23days Oakland 17 x 

2 17 KZ... 

$4 3 f - d. Pgh Solgig (If nat in haspital, give street address} d. STREET ADDRESS. e. One ee. 
BS / SpringMeld State Hospital - ves [J NO 
= 8 3 NAME OF First Middle lost 4. DATE ‘Manth oy Year 
a {type or eit) Edward Charles WOLVERTON dram October 29, 4,57 


2F'M, from the couses and on the dote stoled obove. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


FAL DIRECTOR: After this cer 
hauld be detached far use 


Ag n_delC: 


D Bykeevilile, Marvlen@. in Oe 
7a. BURIAL, CREMATION, | 22. DATE THEREOF 2c. NAME OF CEMETERY OR CREMBEO 22d. LQCATION {City, town, counly) (State) 
OVAL (Specify) AL yi a a Z 
D ied Put vd 
23. FUNERAL DI TOR'S SIGNATURE DDRESS 7 2da. REC'D BY, REGISJRAR 2db. REGISTRAR'S SIGNATURE 
V5 AIS (4 ZB / Hctrtee ll - Detlencf Fed) vate LAE? AS zt 


® 


pag! 


may be retoined by the hospital or attending physician. 


=o $. SEX 6 COLOR OR RACE |7. MARRIED *] NEVER MARRIED [7] | 8. DATE OF BIRTH % ped Re onen J YEAR] IF UNDER 24 HRS. _ 
| Mont ii 
ee. —. | Male White widowed [] oworceot] | April 27, 1883 7 le be eae 
e a 2 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 8s juring most of working life, even if retired) 
g \ E 
pes\ tnignown Virginia U.S.A. 
° £ 3 / 13, FATHER’S NAME 14 MOTHER'S MAIDEN NAME 
csc 
Boe Scott Wolverton - Bowers 
. é $ 3 18. WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY,NO. |17. INFORMANT Address 
a Ye. unknown) (H yes. give wor or dates of service) . 
gis () - ch Springfield State Hospital 
a ——F 
is 3 £ 18, CAUSE OF DEATH [Enter only one couse per line for (a}, (b), ond {c).] INTERVAL BETWEEN 
£6y PART t. DEA $ CAUSED BY: 
See Oe ae Tinitgoiste Cause fo) Bronchopneumonia, bilateral Days 
£eo Mf . 
£e8 
e 3 
Bap Ghai ota entaohies my Coneralized arteriosclerosis Years 
BES gave rise 10 immediate 
sas cause (0), stating the under. ( OVE TO 
S . wader. 
32 lying cotse lost. [o) 
ses 
4 mL: Zz P, I, OTHER SIGNIFICANT CQNDITI CONTRIBUTY TO DEATH BUT IT RELATED TO JHE TERMINAL DISEASE CONDITION GIVEN IN PART }{a}/ 19. WAS AUTOPSY 
ait oC Byes aps cei th g re.disteWith cerebral arteriosclerosis, with PERFORNED? 
B28 5 DS} ° reaction ves[] No 
one = 20a. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port t! of item 18.) 
s a & | OR CONTRIBUTING [) CAUSE OF DEATH 
£6 © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Fy % |20e. Tne OF INJURY Month, Doy, Yeer |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (Count (State) 
2 uv Y: § ”) 
5 6 Hour a.m, 5 While Not while factory, street, office bldg., etc.) | 
§ : p.m. 1 lat work [J at work [] ' 
§ 
x 
5 
A 
2 
5 
& 
a 
5 
F) 
. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 


TO Fl 


Opn av 
ns 


Dawtl 


